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It is indeed unfortunate that medical expert testimony 
should have fallen to a low estate in the minds of the 
laity. Various notorious murder trials held in recent 
years, in which experts for the State and the defendant 
have answered the same questions in diametrically oppo- 
site ways, have caused people to feel that such testimony 
has little real value. 

Medical men know. differently. They realize that the 
divergent opinion of the experts is usually based on 
honest conviction and that many of the mooted questions 
rightfully permit of various interpretations. Lawyers 
do not ask for facts oftentimes, but for the witnesses’ 
opinion of the facts, and it is the expression of these 
opinions that has caused such widespread distrust of 
medical expert testimony. 

Physicians have long been at work to devise plans to 
correct these evils, The State of Michigan passed an 
act which read: 

“To regulate the employment of expert witnesses, 
provided that no expert witness should be paid or re- 
ceive as compensation a sum in excess of the ordinary 
witness fee as provided by law unless the court before 
which such witness has appeared awards a larger sum. 
If any person pays such a witness a larger sum than 
the court awards he shall be guilty of a misdemeanor 
punishable by a fine not to exceed $1,000, or imprison- 
ment in the county jail not to exceed one year, or both, 
and may be further punished for contempt. Not more 
than three experts are allowed to testify on either side 
as to the same issue except in’ criminal prosecutions for 
homicide. The court, however, in its discretion, may 
permit an additional number of witnesses. In homicide 
cases, where the issues involve expert knowledge or 
opinion, the court shall appoint one or more suitable 
disinterested persons, not exceeding three, to investigate 
such issues, and testify at the trial, and the compensa- 
tion of such persons shall be fixed by the court and paid 
by the county where indictment was found. This pro- 
vision shall not preclude either prosecution or defense 
from using other expert witnesses at the trial.” 

As will be noted in Chief Justice Moore’s contribu- 
tion to the succeeding symposium, the act was declared 
unconstitutional. 
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The Regulation of Medical Expert Testimony 


Similar laws in other States have met the same fate, 
so that Rhode Island, of all the commonwealths in the 
Union, alone has a special medical expert statute. It 
reads: “Any justice of the superior court may, in any 
cause, civil or criminal, on motion of any party therein, 
before the trial thereof, appoint one or more disinter- 
ested skilled persons to serve as expert witnesses. The 
fees of the experts are fixed by the justice, but are paid 
by the party moving for such appointment to the clerk 
of the court, the amounts so paid to form part of the 
cost. In criminal cases, in the discretion of the court, 
on request of the defendant, expert witnesses may 
furnished for the defendant at the expense of the State 
on terms and conditions prescribed by the court.” 

In the opinion of competent authority this act is of 
little value, as most of Rhode Island’s medico-legal cases 
are tried without the intervention of the law, which un- 
fortunately is not mandatory. 

The State of New York was asked to put this act 
upon its statute books: 

An Act to regulate the Introduction of Medical Ex- 
pert Testimony. 

Section 1. Within ninety days after this act shall 
take effect the justices of the supreme court assigned 
to the appellate divisions thereof in the several depart- 
ments, shall designate at least ten and not more than 
sixty physicians in each judicial district who may be 
called as medical expert witnesses by the trial court or 
by any party to a civil or criminal action in any of the 
courts of this State, and who, when so called, shall tes- 
tify and be subject to full examination and cross-exam- 
ination as other witnesses are. Any designation may at 
any time be revoked without notice or cause shown, and 
any vacancy may at any time be filled by the justices 
sitting in the appellate divisions. 

Section 2. When so directed by the trial court, wit- 
nesses so called shall receive for their services and at- 
tendance such sums as the presiding judge may allow, 
to be at once paid by the treasurer or other fiscal officer 
of the county in which the trial is had. 

Section 3. This Act shall not be construed as limiting 
the right of the parties to call other expert witnesses as 
heretofore. 
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The act was passed by the assembly, but was killed 
in the senate. 

The failure to pass is ascribed by the editor of the 
New York State Journal of Medicine to the fact that 
“it creates a number of experts who, because of their 
appointment by the appellate division of the supreme 
court, would, for that reason, possess an authority which 
would be superior to that of the experts who might be 
called in addition, by the parties to the action. In fact, 
the most serious obstacle to any degree of reform at the 
hands of the legislature is the fact that no law can be 
passed which would forbid either party to the action 
the right to call such witnesses as he chose. This right 
is part of our Anglo-Saxon system of jurisprudence, 
and cannot be abrogated. 

“Any law, therefore, which seeks to put the appoint- 
ment of some experts in the hands of the court, inas- 
much as this right to call other experts could not be 
denied the litigants, would have the reasoning of the 
supreme court of Michigan to contend against, because 
there would be two classes of experts before the court, 
those appointed by the court and those summoned by 
the litigants.” 

On account of the inability of our legislators to place 
a law on the statute books governing expert testimony, 
the Medical Society of the County of Monroe, New 
York, adopted the following resolution : Resolved, “That 
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the Board of Censors be instructed to nominate a list of 
experts in insanity for one year, that such of these who 
shall receive a two-thirds’ vote of the members present 
at the next regular meeting shall be certified to by the 
Medical Society of the County of Monroe as qualified 
experts in insanity.” It was further Resolved, 

“That the secretary send the list, thus certified to as 
qualified experts, to every judge and attorney practicing 
regularly in this county, with a brief note explaining 
that the Medical Society of the County of Monroe de- 
clines longer to submit its members to the odium of 
medical expert testimony as now presented and takes 
this method of vouching for certain experts and no one 
else.” 

In accordance with this resolution a list of thirteen 
physicians was certified to “as experienced in the study 
and care of the insane, and as being qualified as experts 
in insanity.” 

Thinking that such action on the part of county med- 
ical societies might assist in the solution of this difficult 
and important problem, we asked the chief justices of 
the supreme courts of several States to comment on the 
action of the Medical Society of the County of Monroe. 
While the learned jurists are not unanimous in their 
opinion, they seem to see in the plan sufficient virtue 
to warrant a trial on the part of the courts and the 
county medical organizations. 





DIFFICULTIES SURROUNDING THE IDEA. 
Hon, JosepH B. Moore, 
Chief Justice of the Supreme Court of Michigan, 
Lansing, Mich. 

In regard to the action of the Monroe County Med- 
ical Society in appointing a list of physicians qualified 
te act as insanity experts, a reference to the opinion in 
People vs. Dickerson, 164 Michigan Reports, 148, will 
demonstrate some of the difficulties surrounding the 
proposed action in Michigan. I have no doubt if our 
trial courts here were to act upon the proposed arrange- 
ment it would be ground for a new trial. 


The opinion to which the learned Chief Justice refers 
follows: 

Section 3 of Act No. 175, Pub. Acts., 1905. 

Providing for the appointment of expert witnesses 
by the court in cases of homicide, is unconstitutional, 
since the act of appointment is in no sense a judicial 
act, is carried out without the notice of respondent or 
the prosecuting attorney, since the names of the wit- 
nesses are not indorsed on the information, and the ac- 
cused is prevented from knowing the names of wit- 
nesses who will testify against him, and since the 
experts receive a certificate of candor, ability and truth- 
fulness not given to any other witnesses in the case. 

The expert witnesses provided for by this section 
testify under a sanction which gives to their testimony 
practically the same weight as if it were delivered by the 
court itself and if that testimony being against the ac- 
cused were either willfully false or ignorantly mistaken 
its baneful results would be appalling. To give the testi- 
mony of a witness or witnesses this extraordinary cer- 
tificate of candor, ability and truthfulness, while the 
other testimony in the case must be judged by the jury 
by ordinary standards, is to subvert the very founda- 
tion of justice. 

People vs. Vanderhoof, 71 Mich., 158. 

The charge of the court virtually put the evidence 
of these doctors and professors upon a higher plane 
than the other testimony, which was manifestly wrong. 

People vs. Seaman, 107 Mich., 348. 


An expert witness is to be judged from the same 
standpoint as any other witness. 

People vs. Holmes, 111 Mich., 364. 

When the question of insanity is to be submitted to 
the jury, the testimony which is offered to support the 
claim should be treated with the same respect as that 
offered to establish any other fact. 

We do not overlook the fact that the statute here 
considered was designed to correct an evil long recog- 
nized as tending to bring the administration of the crim- 
inal law into disrepute in cases where insanity is urged 
as a defence, but we are of opinion that the remedy 
for this evil rests in the development of a livelier sense 
of responsibility of the public for the proper and decent 
administration of justice on the part of both the legal 
and medical professions rather than in revolutionary 
legislation. 

That both professions recognize and deplore the ex- 
istence of the evil there can be no doubt, and recent 
activities in both lend reason for hoping that the scan- 
dal which often attends the introduction of expert testi- 
mony will in the future cease to be a reproach in the 
administration of criminal law. In view of our con- 
clusions upon the second point discussed above, it is 
unnecessary to give attention to the third ground urged. 
We must hold section 3 unconstitutional. 

The judgment is reversed, and the respondent re- 
manded to the custody of the sheriff of the county of 
Wayne to be tried again. 

Hooker, Moore, McAlvay and Blair, J. J., concurred. 


LAWS ALONE WILL PROVE EFFECTIVE. 
Hon. THEopoRE BrANTLY, 
Chief Justice of the Supreme Court of Montana. 
Helena, Mont. 

I approve entirely the purpose of the resolution 
adopted by the Medical Society of Monroe County, New 
York. In the absence of some legislation on the sub- 
ject, however, I doubt whether it will prove effective, 
except in rare instances where the presiding judge and 
counsel are willing to accept and act upon the sugges- 
tion contained in it. 
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In most of the States, members of the learned pro- 
fessions stand upon a level with other members of the 
community, and, when called as witnesses, they must 
respond and give the parties who have called them the 
benefit of their knowledge of the pertinent facts, and, 
incidentally their opinions when they are pertinent and 
it is desirable to have them. They are not permitted to 
distinguish between the concrete facts pertinent to the 
case, and mere opinion evidence which none but a per- 
son skilled in a science, art or trade may be called to 
give. Medical experts are not less exempt from criti- 
cism than are others. It is prevalent as to all witnesses 
who are called as experts, being more noticeable with 
reference to medical experts, because they are called 
more frequently than men of other professions. 

Personally, I think the whole matter should be con- 
trolled by legislation, leaving it to the discretion of the 
trial judges to determine when professional opinions 
may be useful, and to select the persons who shall be 
called upon to give them. It is generally a race of dili- 
gence between counsel as to who shall have the greater 
number of experts, and those of the greater celebrity. 
I can call to mind instances wherein the experts, being 
paid large fees for giving their whole time to the par- 
ticular case during the hearing, have exhibited even 
more partisanship than counsel. Indeed, I have been 
shocked at the recklessness with which witnesses of this 
character will sometimes speak. No matter how accom- 
plished such a witness may be in his profession, he is 
not entitled to any credit, and is justly subjected to all 
the criticism which he arouses. Unfortunately, the 
critics do not usually distinguish the individual from 
the body of his associates, with the result that all suffer 
more or less by reason of his misconduct. 

I say frankly that so long as counsel are free to call 
as many witnesses as they desire, or to select such as 
they desire, the course which is suggested by the reso- 
lution will not, in my opinion, be effective. In connec- 
tion with such legislation as I have suggested, the selec- 
tion and recommendation of certain members of the 
medical profession, by an authorized body of that pro- 
fession, would be an efficient means to aid in the accom- 
plishment of the purpose aimed at. In the absence of 
legislation I cannot see any remedy for the evil which 
the society seeks to avert. 


LEGISLATION MUST SOLVE THE PROBLEM. 


Hon. Joun B. Wrinstow, 
Chief Justice of the Wisconsin Supreme Court. 
Madison, Wis. 

It seems probable to me that concerted action of this 
kind by medical societies might be somewhat helpful, 
but I think that the real remedy for the existing diffi- 
culties in regard to the testimony of medical experts 
must ultimately be found in legislation. 


MEDICALLY CHOSEN EXPERTS FAVORED. 
Hon. W. H. Beatty, 
Chief Justice of the California Supreme Court. 
San Francisco, Cal. 


I regret that I have no time to state the reasons for 
my conclusions, but I have no doubt that medical ex- 
perts so chosen and recommended would have, as they 
would deserve, more credit than an expert selected by 
the party interested from the profession at large usually 
has, and if so the cause of justice would be a gainer, 
for as a means of arriving at the truth credit should 
be given where credit is due. 
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AN EXPERIMENT WORTHY. OF TRIAL. 
Hon. Leroy B. VALLIANT, 
Chief Justice of the Supreme Court of the State of Missouri. 


Jefferson City, Mo. 


If the members of the legal profession, having need 
of the services of members of the medical profession as 
expert witnesses, would receive the lists your society 
issues as competent experts, would consult those named 
in the lists and call none others as expert witnesses, 
much good would be accomplished. 

But even with the hearty co-operation of the Bar, 
I doubt if medical expert witnesses will escape the crit- 
icism of a certain class of the general public. If only 
those were called as experts whom your society endorses 
as worthy of being so called, the unfavorable public 
criticism which you seek to avoid would be unjust but 
it would not be avoided. There has always been, and 
perhaps always will be, a prejudice of the ignorant 
against the learned. As a result of that prejudice you 
hear it often said that the expert witness gives as his 
opinion the opinion he is paid to give, which in effect 
is a charge of dishonesty, not only against the physi- 
cian but also against the lawyer who calls him as a wit- 
ness. There are some dishonest and otherwise unwor- 
thy men in all learned professions, but my observation 
leads me to think that there are few such. 

The fact is, learning, to a great extent, though not 
entirely, corrects the morals of men. As the author of 
the Letters of Junius says: “To cultivate the intellect 
corrects and enlarges the heart.” 

Among the abstruse subjects on which members of 
the medical profession are often called on to give their 
opinions there is room for wide difference of opinions, 
and the result is that opinions given by expert witnesses 
called on one side often conflict with opinions given by 
expert witnesses called on the other side, yet both are 
honest and worthy of consideration. But unfortunately 
in such case the ignorant man cannot account for the 
difference of opinions otherwise than on the ground of 
corruption. 

As a matter of fact, a lawyer who has a case in 
which a difficult scientific question is likely to arise, on 
which opinions may honestly differ, consults experts on 
that subject before his case comes on for trial; some he 
may find entertain opinions favorable to his side and 
some contra, and he calls as witnesses only those whose 
views coincide with his own or with those of his client. 
There is nothing wrong about that, and there is no jus- 
tification in attributing the difference of opinions in such 
case to dishonest motives; yet ignorant prejudice pro- 
nounces condemnation against the expert witness 
whether in fact he be worthy or unworthy, whether he 
be a man whom your Board of Censors has put for- 
ward as a fair representative of your profession or one 
whom it has refused to recognize. 

I favor the action proposed by your resolution; it is 
an experiment having a good purpose in view and is 
worthy of trial. 


THE PLAN SHOULD BE TRIED. 


Hon. Cyrus Bearp, 
Chief Justice of the Wyoming Supreme Court. 
Cheyenne, Wyo. 

I believe the plan advocated by the Medical Society of 
the County of Monroe, New York, of nominating a 
list of medical experts in insanity, is worthy of a fair 
trial, but whether or not better results would be obtained 
in that way can only be determined by such a trial. 
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THE PHYSICIAN AS A MEDICAL EXPERT. 
R. L. Granam, M.D., 
New York. 


The gradual assumption by our courts of the prerog- 
ative of the medical expert, if it were founded upon 
actual medical knowledge, would be the ideal solution 
of the weakest part of jurisprudence; but when prac- 
ticed by members of the bench, whose knowledge of 
human physical changes is extremely elementary it re- 
duces legal problems to mere guesswork. 

The day is passed when law applies to the masses as 
a whole. To-day the law has a separate application to 
each individual. The physician studies the individual, 
the attorney studies the law; and not until we physi- 
cians have taught the legal fraternity to know and un- 
derstand the individual will the weakest part of juris- 
prudence be strengthened and ideal justice be attained. 

It is unfortunate that the pioneers in the field that 
bridges over the space between law and medicine have 
accomplished so little. Instead of aggressively estab- 
lishing precedents, founded upon facts, they have either 
staggered under their burden, or have complicated what 
they should have simplified. This is equally true of the 
members of both professions. Both are so thoroughly 
wrapped up in their own work that they fail to put 
themselves in close touch with the other. 

For instance, attorneys ask physicians on the wit- 
ness stand questions like these: 

“Doctor, what examination did you make and what 
did you find was the matter with the patient?” 

This is perfectly proper from a legal but not from 
a medical standpoint. The amount of gossip, family 
secrets and personalities we may get during the course 
of a physical examination have no place in court rec- 
ords, but they are elements in our examinations and 
are so considered in deciding upon diagnosis and treat- 
ment. 

I urge lawyers to approach the physician, either upon 
direct or cross-examination, on terms he can under- 
stand, and in a manner as nearly like that which ar 
other physician would adopt. 

The physician classifies his examinations as subjec- 
tive and objective. The subjective is merely history or 
hearsay evidence; the objective is that which is dis- 
cernible to the senses, and is competent evidence. In- 
stead of leaving it to the physician to select competent 
testimony the attorney should ask his questions in a 
manner that would direct the physician to give admis- 
sable evidence. 

How clear and concise the records could be made 
were the medical witness questioned in this manner: 

“Doctor, by objective symptoms you mean facts 
which you of your own knowledge know. Tell us, then, 
what objective symptoms or facts you know of this 
case, and what examinations you have made to ascer- 
tain these facts? Can you from these facts alone tell 
us what the physical condition of this client is, also as 
to the duration and effect of the condition, or do you 
require a history or the subjective symptoms, or the 
client’s testimony to enable you, with reasonable cer- 
tainty, to state the physical condition?” 

In this way you present the facts—their values, the 
thoroughness, or the incompleteness of the examina- 
tions, the ability of the physician to logically draw his 
conclusions, and the relative value of the physical facts, 
and in this way the weight of the evidence of the com- 
plainant is properly presented to the court and jury. 

The rulings of the higher courts differ materially in 


“ Abstracted from an address delivered before the Association of the 
Bar of the Borough of the Bronx, May 10, 1912. 
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various sections of our State, regarding the extent that 
a physician may testify. The appellate division of the 
first department permits the physician either as attend- 
ing physician or as an expeht to state what the patient 
complained of, in conjunction with the physical findings. 
The appellate division of the second department has 
ruled that the medical witness must confine himself 
solely to physical findings. From a physician’s viewpoint, 
both are unscientific and unreasonable, because certain 
subjective symptoms and certain objective symptoms 
are material in guiding his conclusions or diagnosis, 
while many of both classes of symptoms are of no 
value whatsoever for this purpose. 

Let me illustrate with a case examined by me for 
an attorney. The plaintiff, a husky colored laborer, 
has stepped upon a rusty nail and a septic wound re- 
sulted. This was treated and cured in Roosevelt 
Hospital. He came into my office on crutches two years 
after the accident. The left knee and ankle were par- 
tially flexed and absolutely immovable, though I ex- 
tended fully 200 pounds pressure upon them. He gave 
a history of excruciating pain from hip to toes and said 
the condition had existed for two years. The #-ray 
examination and the nerve tests were negative. Meas- 
urements of both lower limbs showed them to be iden- 
tical. In this case both subjective and objective symp- 
toms were material in diagnosing the condition, and if 
they had been considered separately, would have caused 
me to arrive at an erroneous conclusion. The history 
of pain and lameness extending over two years in con- 
junction with the absence of all diagnostic objective 
symptoms pointed emphatically to the conclusion that 
our colored friend had a true hysterical leg. 

Again facts or physical signs or objective symptoms 
are frequently of not material value in diagnosing or 
prognosing the extent of a patient’s physical discom- 
fort. 1 « ‘* a case sent to me some years ago by a 
prominent :- . yer, now a supreme court justice. The 
history showed that this man was struck by a rapidly 
moving car and thrown, striking the back of his head 
against an elevated upright. His physical condition was 
excellent, and beyond a facial expression of apprehen- 
sion, I could find no evidence of any lesion. Acci- 
dentally I jarred my examination table as he was lying 
upon it, and immediately he was thrown into violent 
convulsions with opisthotonos that lasted six hours. 

From the history of the accident and the incident of 
the jar of my table, and apart from all physical mani- 
festations, I logically concluded that a splinter of bone 
was lodged in a brain center. The defendant’s attorney 
in this case was not prepared for the results of jar to 
the plaintiff, and during trial,. accidentally knocked 
against the chair in which the plaintiff sat, which re- 
sulted in an exquisite demonstration before the court 
and jury 

Let us take an accident case, first from the plaintiff's 
and then from the defendant’s side. I strongly urge 


. all attorneys before taking any action in a negligent 


case to secure the opinion of a competent medical ex- 
pert, as advisory of the nature and extent of his cli- 
ent’s physical injuries. The statements from the at- 
tending physicians are usually of no value or are mis- 
leading. Most physicians know nothing of the re- 
quirements of a negligent law suit and are very fearful 
of expressing themselves on paper, regarding any asser- 
tive statements of their patients’ condition. Again, phy- 
sicians as a rule hesitate to admit that their powers of 
healing aré insufficient to secure a complete recovery, 
while the average physician has not the time nor means 
at his disposal to make a thorough and proper exam- 
ination of an injured patient. 
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When I was employed by the attorneys of the Peo- 
ples Security Company, it was my opportunity to re- 
view the medical evidence and reports of more than 
five hundred attending physicians. Among all these 
cases, I found not one report that was’ not useless, mis- 
leading or absurd in its claims. For instance, in the 
very first case I testified for them, “McDermott vs. 

Steamship Company,” the attending physi- 
cian’s report read like this: “McDermott told me he 
fell in a hold of a steamboat; he was unconscious for 
three days; his wife paid me for three visits; he was 
in bed when I stopped treating him; he owes me two 
dollars. I think he is a fake; there is nothing the mat- 
ter with him.” The actual facts were these: McDer- 
mott sustained a compound fracture of the skull with 
organic degeneration of the brain and spinal chord, with 
pronounced hemiplegia, manifesting marked paralysis 
of the right arm and leg and left side of face. 

Further, I would urge you not to have the attending 
physician present during the examination of the expert, 
for while examining an injured client we certainly re- 
quire all the scope possible, and the attending physician, 
when present, only too frequently hampers us by his 
objections and his suggestions. As attorneys you 
should direct the expert, if he be unfamiliar with the 
requirements of a lawsuit, what you require in his re- 
port. In this respect I would quote from a paper I 
read at a meeting of the Yorkville Medical Society: 

“Let us take a typical accident case and carry it along 
until termination. Apart from professional attendance 
there are certain obligations that the physician is called 
upon to perform. First of these is his report to the 
patient’s attorney. Such a report should contain suffi- 
cient data to refresh his own memory before going 
on the witness stand and also such data as to enable the 


attorney to properly draw the complaint and furnish 


the bill of particulars. The form’I have adopted has 
met with satisfaction in all my cases and as it is simple 
and comprehensive I believe I am justified in advising 
its use, 

The divisions are: patient’s allegations ; physical find- 
ings and bill of particulars. 

Under the head of patient’s allegations the data 
consists of simply what we would term the history of 
the case. 

Under the head of physical findings, the data consists 
of the facts of our eyes, ears, touch, smell and even 
taste reveal to us; not our conclusions, but the facts 
that prompt those conclusions. 

Under the bill of particulars, the data consists of 
conclusions or diagnosis based upon the patient’s allega- 
tions and our physical findings. These conclusions 
should not only contain a description of the injury 
but also the manner and extent of its effects upon the 
patient as to its duration, curability or permanency.” 

Such a report meets all the requirements. It pro- 
vides the attorney wih a guide to the subjective symp- 
toms obtainable from the patient’s allegations. It fur- 
nishes to you a refreshment of your memory of the 
objective symptoms obtained from the physical signs 
and enables you to testify to facts. It-gives the at- 
torney such data as he requires in his complaint and 
bill of particulars. 

In a very large percentage of the cases the attending 
physician is called into the field of expert testimony 
and he must then discriminate very carefully between 
subjective or hearsay evidence and physical facts, and, 
in so far as is possible, he must exclude all hearsay 
testimony and when unable to arrive at a conclusion 
without the subjective symptoms, he must testify that 
he is taking the subjective symptoms, or hearsay evidence 
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into consideration and then it is a question of the rul- 
ing of the presiding judge whether the testimony will 
be admissable or not. 

Frequently the subjective symptoms are combined 
with the physical findings in a question with the addi- 
tion of the assumption that the subjective symptoms 
are true, and under these circumstances we may base 
our conclusions on all the facts set forth in the ques- 
tion. 

The average attending physician is a grave menace to 
the welfare of a negligent case. As a rule, he is a dis- 
gruntled witness, unreliable in his attendance to court, 
non-assertive, and illogical in his statements. If my 
prerogative were that of the trial counsel for the plain- 
tiff, very rarely would I permit the attending physician 
to testify for my client, and under my rights in the 
Code of Civil Procedure, Section 834, sustained in the 
case of Hennesy vs. Kelly, 55 A. D., and US. 
Milligan, 137 A. D., I would never permit him to testify 
against my client. Personally I believe a physician in- 
competent to give expert medical evidence is incompe- 
tent to give any medical evidence whatsoever. 

Not only should lawyers insist upon a thorough and 
exhaustive examination of your client, but you should 
direct him to report at intervals to the expert that the 
latter might have opportunity to confirm or modify his 
opinions. This is extremely necessary in many cases. 
I have in mind two such cases that will illustrate. I 
have now under my observation a client of Counsellor 
B., who sustained a compound fracture of the skull. At 
my first examination I detected no mental lesion beyond 
the lassitude which I attributed to the shock. Gradu- 
ally the symptoms of irritability, suspicion, outbursts of 
anger, indefinite delusions of persecution are manifest- 
ing themselves, and in all probability this unfortunate 
will ultimately become a maniac. 

The second case is that of a young lady, a client of 
Counsellor P., injured in a collision, manifesting pro- 
nounced nerve derangement with the gradual formation 
of goitre. In both these cases the grave lesion was a 
late manifestation of the results of the injury. 

The great majority of injuries improve with time, in 
fact my experience would indicate that fully 80% leave 
no permanent objective facts. Again the defendant 
must be prepared not only to meet the injuries at the 
time of the accident, but also the physical condition at 
the time of trial. For these purposes alone I believe it 
advisable for the defendant to delay the physical ex- 
amination on the part of his expert until the approach 
of the trial. 

Thoroughness of detail is the one salvation of the 
physician on the witness stand. The system used by the 
defendant railway and casualty companies places a bur- 
den upon an examining physician, that is impossible for 
him to perform. The system requires the surgeon to 
ascertain more than one hundred facts that have abso- 
lutely no diagnostic value of the plaintiff’s physical 
condition. The physician under this system uses all the 
courtesies and privileges afforded our profession to 
learn facts and conditions it is the duty of an in- 
vestigator to ascertain, and withal he must be in a posi- 
tion to rebut all the evidence of the plaintiff’s medical 
testimony. 

How easy is it, under these circumstances, to throw 
the defendant’s medical expert into disrepute. The 
physician and the patient are exhausted before the 
physical examination is approached, and the thorough- 
ness of the physical examination suffers in proportion to 
the thoroughness of the investigation into the merits of 
the cause of action. 
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For instance, in a case of punctured kidney, the de- 
fendant’s expert admitted that he made no miscroscopic 
nor chemical examination of the urine, and without do- 
ing so he would not say in what condition the kidneys 
were. In another case of periosteal thickening and 
atrophic changes in the thigh bone, the medical expert 
admitted he made no +-ray examination, and without 
x-ray examination he did not know the condition of this 
bone. 

I strongly urge defendants’ attorneys to accompany a 
copy of the “bill of particulars” with the letter directing 
the expert to make the examination, for: First, it guides 
his expert in concluding what examinations are neces- 
sary and what instruments are necessary to make such 
examinations ; Second, it limits the expert’s examination 
to the facts set forth in the bill and enables him tu con- 
centrate his time and ability in the consideration of 
these facts; and Third, it places before the expert the 
facts that are essential and material for his considera- 
tion. 

There is no question but that the unprepared opponent 
is the easiest conquered, and I believe any plan by which 
the defendant’s attorney is misled by the facts in a case 
is a decidedly erroneous one. Only too frequently these 
attorneys try their cases under the impression that the 
injuries of the plaintiff exist only in the active minds 
of the plaintiff’s attorney and his medical expert. 

Of what use is a claim department to any defendant 
corporation, if it be not to apply business methods of 
economy; and how can these methods be practiaclly 
applied when the actual facts are not supplied on which 
to exercise business judgment. 

For instance, a recent case resulting from a col- 
lision, the examining surgeon for the railroad after 
feeling pulse, etc., brought in report “Fake injuries.” 
Whereas, an expert for the defendant company testify- 
ing at the trial said, “From my observation of the 
plaintiff across the court-room, I am certain she is suf- 
fering from profound neurasthenia.” . The case cost 
the defendant company $2,500, whereas, $300, judi- 
ciously expended at the proper time for treatment and 
climatic change would have benefitted the plaintiff, and 
satisfied her attorney and herself. 

In cases of mental derangement, the medical expert 
plays a more prominent and more discreditable role. 
For this latter condition I believe lawyers are largely 
to blame, for they too frequently, especially in criminal 
cases, rush in the plea of mental incapacity. 

The narrow line between sanity and insanity is often 
so masked that the most experienced are deceived, while 
again the characteristics of the various dementias are 
so frequently interwoven, that the expert himself is 
honestly misled. : 

It is true that many physicians cannot reconcile pre- 
meditated murder and a well-balanced mental state, yet 
it is a long road from a well-balanced mind to a condi- 
tion where a murderer is incapable of recognizing his 
acts and appreciating the consequences of them. Crim- 
inality is not insanity, even though both are mental de- 
generation. 

Because a criminal may carry around a willingness to 
commit murder for years, with no act, and suddenly has 
opportunity and does perform the act, cannot be con- 
strued into impulsive insanity. Insanity as a rule is a 
chronic slow developing disease; and while it may be 
masked for a long time with unexpected developments, 
yet when we trace the insane criminal before and after 
the crime we will invariably find evidence of long stand- 
ing mental aberration. 

The queston of temporary insanity, or emotional in- 
sanity, should be rationally considered. The question 
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is: Was the act the result of a sane or an insane de- 
lusion? I cite two explanatory illustrations. 

No.1: Mr. X, residing in Stamford, sixty-nine years 
old, living with his daughter’s family, crept up behind a 
hedge, and emptied a load of buck-shot in the chest and 
abdomen of the coachman, an old man, who had been in 
the family’s employ for several decades. Investigation 
showed that these two old men had been cronies for 
years, and when the grand-daughter. came, both took 
great delight in caring for her. Gradually, Mr. X 
showed more and more antipathy toward the coachman, 
and made strange complaint about him that were proven 
to be without foundation. Toward the end he watched 
the coachman very closely, and used every means to 
prevent his granddaughter from meeting or conversing 
with him. The morals of the coachmen were above re- 
proach and his loyalty and habits were the best. After 
the murder, Mr. X stated he killed the coachman, as 
the latter was in the act of seducing the granddaughter, 
whereas as a matter of fact the little child was in bed 
with the nurse at the time of the murder. This is an 
illustration of an insane delusion or a conclusion arrived 
at without proper basis and logic. 

No. 2: Dr. B of New York was called to Atlantic 
City by the wife of an old friend. The wife had her 
maid meet the physician at the station. The maid in- 
structed the doctor not to register at the hotel, but to 
go to her mistress’ room, as the day did not wish the 
other guests of the hotel to know she was ill. Upon 
the doctor’s arrival she was in bed, disrobed and un- 
chaperoned. She complained of womb trouble, and the 
doctor, after the necessary preparations, made a digital 
examination. An attendant of the hotel, who had seen 
the physician enter the room, hunted up her husband, 
and informed him that they must leave the hotel imme- 
diately, and gave as a reason that the wife was receiv- 
ing strange men in her room. 

The angry husband burst into the room, just at the 
moment the doctor finished his examination, and see- 
ing his wife flushed and agitated, and the doctor, whom 
he did not recognize, sitting on the side of her bed, 
talking to her, grabbed a heavy chair and brought it 
down with great force on the doctor’s skull. 

This is an illustration of a sane delusion, or a con- 
clusion arrived at with proper basis and logic. The 
conclusion however was not the proper one; but was a 
delusion. 

In testamentary capacity trials, while it is the pre- 
rogative of the surrogate to decide the mentality, yet I 
believe, the mere expression of opinion on the part of 
the expert as to whether or not the testator was sane 
or insane would be advantageously improved, were the 
expert permitted to state those facts on which he based 
his opinion. This would enable the court to judge the 
discrimination and the logical reasoning powers of the 
expert, and to more properly weigh the expert’s opinion. 
Furthermore, I believe it is decidedly imperative that 
the actual will itself be a consideration upon which the 
physician can base his conclusions. Many insane per- 
sons perform rational acts, in fact it is the rule in the 
early stages of paranoia and throughout dementia pre- 
cox, and senile dementia, for the afflicted to exercise at 
intervals a fair degree of-rationality. The act, purpose, 
and consequences are elements that the medical expert 
should have before him while basing his conclusions. 
The mere fact of a person being sane or insane is not 
conclusive of testamentary capacity. 

A certain Mr. Z, made a will. He was suffering from 
the early stages of dementia paralytica at the time, and 
the ultimate purport of the will was to the effect that 
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his oldest son was the sole beneficiary, giving his other 
three children a certain life interest in the estate. At the 
time, all his children lived with him, and-although all 
were adults over thirty years of age, yet he expressed 
the reason for making this will, that the three disin- 
herited children were not old enough to take care of the 
estate. Five years later with the dementia bordering 
upon actual mania, he had his attendant ’phone for his 
attorney, and dictated a will that gave his wife a life in- 
terest, and on her death gave an equal division among 
his children. He expressed himself at that time as 
loving all his children dearly and of their kind concern 
for him. 

The former will was the expression of irrationality, 
while the latter was a sane disposal of his property, yet 
at both times he was unquestionably suffering from or- 
ganic disease of the mind. 

The matter of auto-intoxication is one that should 
play a very important role in the questions of undue 
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influence. Certain diseases retard normal tissue changes 
and the elimination of waste substances which are actu- 
ally toxic in their action. Under the intoxication of 
these self-generated poisons, intellect becomes befogged 
and simple reasoning decidedly laborious. Most of the 
simplest acts are performed automatically or upon ac- 
tual directions from others. Frequently a low mutter- 
ing delirium is an accompanying factor. Originality of 
thought and of action are markedly absent. In ad- 
vanced stages of this condition, the question of undue 
influence usually resolves itself into actual direction or 
dictation. . 

The disease most common with this condition are: 
Brights dease, cirrhosis of the liver, and advanced dia- 
betes. In pronounced stages of these three conditions, 
from a medical standpoint, the will itself should be the 
deciding feature, for auto-intoxication is always present 
in these diseases, and originality of thought and action 
decidedly absent. 
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PATHOLOGY OF LOBAR OR FIBRINOUS 
PNEUMONIA. 
Joun P. Spracue, A. B. M.D. 
Chicago, III. 

The pathology of lobar pneumonia has for many 
years been so thoroughly understood and so well 
described, both by German and American authors that 
we cannot hope here to add anything to the literature 
on this subject. Pathologists are, for the most part, 
agreed on all the findings. It only remains, therefore, 


for me to review the subject and set forth the real 
findings in this condition. 
The course of fibrinous pneumonia is usually typical 


and is best divided into three stages: 1, Engorgement; 
2, Hepatization ; 3, Resolution. 

First, Engorgement or Hyperemic Stage. In this 
stage there is a serous exudate into the alveoli, which 
contains many red blood cells and some polynuclear 
leucocytes together with epithelial cells and hyaline 
plaques from the alveolar epithelium. A few fibrin 
threads also appear in the alveoli at this time. The 
capillaries are greatly engorged, the lung is dark red 
and heavier than usual. The cut surface, when the 
lung is pressed, shows a thick, turbid, viscous fluid. It 
rarely crepitates when pressure is applied. The amount 
of air contained in the lung is decreased, although 
small portions still float in water. 

Second, Stage of Hepatization. In this stage more 
fibrin appears in the alveoli, forming a network of 
threads through their entire contents, which gradually 
changes from a fluid to a firm mass filling the entire 
alveolar space. The portion of the lung affected be- 
comes firm, does not collapse, and has a consistency 
similar to that of the liver. The cut surface is red or 
greyish red. The exudate still contains many red cells, 
some white cells, and granular epithelial cells, which 
stain poorly and have poorly defined nuclti. This is 
red hepatization and is given by some authors as a 
separate stage in the pathology of the disease. 

In the beginning of hepatization the pneumoccocci 
are most abundant and are found intermingled with the 
leucocytes in the alveoli. Sometimes the contents of 
the bronchiolii is almost entirely leucocytes, while the 
alveoli contain more fibrin and are practically free 
from pneumococci. Kaufmann says that the occur- 
rence of leucocytes and cocci together is to be regarded 
as the chemolactic leucocyte attracting power of the 
microorganisms. 


The affected part of the lung is fully inflated, de- 
void of air, and heavy. The cut surface shows a 
marked granular appearance, which is still more 
noticeable if the lung is emphysematous. These 
granules are casts of the alveoli and bronchioles. 
They are firm and compact at this stage, but grow soft 
as the lung changes from clear grey to yellowish grey, 
and as leucocytes increase in the exudate. Resolution 
may follow the reddish-grey stage, which seldom lasts 
more than four days; or the disease may proceed 
gradually to greyish yellow hepatization. In this case, 
the affected part becomes very heavy, friable, and 
larger than before. It does not collapse when removed 
from the thorax and often shows plainly the imprints 
of the ribs. The granular appearance is not so marked 
and a thick pulp can be scraped from the cut surface. 
Microscopically the condition is the same as the red- 
dish grey stage, except that the exudate contains many 
more leucocytes, which stain poorly and contain fat 
granules. These come from the capillaries and veins, 
the blood in which contains many leucocytes. The fibrin 
has decreased and no longer shows a net work. 

Third, or Stage of Resolution. In this stage the 
exudate softens until it becomes an emulsion. The cut 
surface is moist and yellow. The granules disappear. 
A greasy, viscid, greyish-yellow material exudes. The 
tissue is limp and more compressible. The microscope 
shows that the exudate has disintegrated and that 
leucocytes prevail. The viscous consistency is the re- 
sult of the liquefaction of the fibrin by the digestive 
ferment furnished by the leucocytes. The cells under- 
go fatty degeneration, giving the yellow, shiny, creamy 
character to the cut surface. The fluid that drips from 
the cut surface in this stage is not pus, but an emulsion 
of the liquefied exudate and cells that have undergone 
fatty degeneration. Only a small portion of this 
emulsion is removed by coughing, the larger part being 
absorbed through the lymph vessels. It disappears in a 
remarkably short time, and the lung again becomes air 
containing. The pneumococci disappear mostly with 
the crisis, but may be demonstrated in the sputum dur- 
ing convalescence. Clinically, resolution begins with 
the crisis. 

Duration of Pneumonia. The course of pneumonia 
is from one to two weeks. Some cases terminate 
sooner and others continue longer. Any of the stages, 
but especially the second, may be cut short or continue 
longer in particular cases. This depends somewhat on 
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the virulence of the invading micro-organism. Old age 
increases the duration of the disease. Red hepatization 
is usually completed in three to five days, and grey in 
six to eight days. Death may come in any stage, rarely 
in the first, but about one third die in the second. If 
the crisis fails to come, about the seventh day, most 
deaths occur from the tenth to the twelfth day. 

Location. The right lung is most frequently affected. 
The lower lobes are more frequently affected than the 
upper. If several lobes are attacked, it is rarely at 
the same time; so that we may have all three stages 
present at the same time in different portions of the 
same lung. Central pneumonia may develop and ex- 
tend from the parenchyma to the periphery. 

Atypical Forms. In children lobular forms are most 
common, and the typical lobar rarely occurs. In seri- 
ous pneumonia there is less fibrin in the exudate and 
fewer granules on the cut surface, the infiltration is 
thinner and the air displacement is not so complete. 
This form often occurs in the aged. Capsulated 
bacillus pneumonia has a sticky viscous exudate, rich 
in blood, a larger number of epithelial cells and more 
and larger leucocytes than in diplococcus pneumonia. 
This is considered a severe form. A serous pneumonia 
may be caused by influenza bacilli alone or together 
with the pneumococci. In this form there is usually a 
diffuse purulent bronchitis in the other parts of the 
lung. The hemorrhagic form of fibrinous pneumonia 
is rare. 

Complications of Pneumonia. Pleuritis is a constant 
complication over the affected portion. Fibrous 
pleuritis ends with the resolution of the exudate or 
else becomes organized and causes thickening of the 
pleura. Occasionally permanent fibrous adhesions are 
formed. The bronchi are always affected. The smaller 
ones contain a fibrous exudate which can be drawn out 
with forceps in the form of small fibrin cylinders. The 
larger bronchi show catarrhal inflammation and in ex- 
ceptional cases contain fibrin plugs. Hemorrhage 
fibrinous bronchitis is rare. The lymph vessels of the 
lung are always affected. This is in part due to the 
active inflammatory process and in part to their 
activity in absorption. 

Chronic fibrinous induration may follow a pneumonia 
where resolution fails to take place. If for any reason 
the exudate does not liquefy and undergo absorption, 
an acute productive inflammation begins. Young 
connective tissue penetrating the exudate, organizes it 
so that in the course of a few weeks we have a tough 
fleshy mass, reddish brown or grayish red, containing 
no air. This condition is usually limited to a small 
subpleural area or to a section between air-containing 
tissues. The older the process is, the more the tissue 
changes to cirrhotic connective tissue. Frequently 
there is pleuritic cicatrization in the region of the in- 
duration. 

Purulent pneumonia with abcess formation may be 
produced if pus producing organisms are present, and 
in rare cases the pneumococci themselves may be the 
pus producers. Multiple foci containing tenacious pus 
appear. The lung tissue itself is liquefied and a cavity 
with irregular walls is produced. 

Gangrene may develop if bacteria of putrefaction are 
present in the exudate. A putrid bronchitis, previously 
existing, may give rise to putrid necrosis. This 
generally occurs in the aged or in drunkards, and is a 
rare complication. 

In rare cases small portions of the affected tissue 
die on account of deficient nourishment caused by in- 
jured blood vessels. This is an anemic, non-putrid 
necrosis. . 
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THE INDICATIONS FOR TREATMENT IN 
LOBAR PNEUMONIA AND HOW TO 
MEET THEM. 


Epwarp E. Cornwa tt, M. D., 


Attending Physician to the Williamsburgh and Norwegian Hospitals; Con- 
sulting Physician to the Bethany Hospital. 


Brooklyn, N. Y. 

No remedy of a specific character for lobar pneu- 
monia has yet been discovered and we cannot compel 
nature to cure that disease ; we can only assist her. How 
can we assist her? Where does she need help? What 
are the indications for treatment in that disease and how 
should they be met? In answering these questions the 
writer will be aided and influenced to a large extent by 
his own experience. 

The first and most important therapeutic indication 
in pneumonia is met by putting the patient in the most 
favorable position, literally, for withstanding the disease, 
which is the horizontal position. The requirement is 
absolute, to keep the patient horizontally in bed from 
the first beginning of the disease until ten days to two 
weeks after defervescence, and longer if cardiac or other 
serious complications exist. The patient is not re- 
stricted to a particular position but may lie in any posi- 
tion which he finds comfortable, provided he keeps his 
feet in the bed and does not raise his head from the 
pillow. When the patient’s condition is critical it may 
be advisable to avoid even the ordinary disturbances of 
position necessary for the use of the bed pan, and to 
let him pass bowel movements directly into the draw 
sheet. That the patient should not be disturbed for the 
purpose of unnecessary physical examinations at any 
time is, of course, self evident, and especially should 
disturbance for this purpose be avoided near the time 
of the crisis or when the heart shows signs of strain. 
For a few days after defervescence in cases of severity, 
it is necessary to observe these extreme precautions. 

Another plain indication for treatment is met by keep- 
ing the patient’s mind ‘at rest as well as his body, which 
means the practical exclusion of visitors and the restric- 
tion of conversation between patient and physician and 
between patient and nurse to the most necessary ques- 
tions and answers. This is not to be interpretated, how- 
ever, as in any way enjoining the physician or nurse 
from making cheerful remarks to the patient in proper 
quantity at suitable times. 

The indications regarding the character and quantity 
of the air with which the patient is supplied are positive 
and clear. He should receive plenty of fresh and 
also cold air. This is called for by the fever, by the 
nervous condition, to which cold air is a sedative, and 
especially by the condition of the respiratory apparatus, 
whose crippled condition is favored by the purity and 
condensation of the air inspired. But while cold fresh 
air is called for in the treatment of pneumonia, it does 
not follow that the patient should always be put out of 
doors, though that is good treatment for the young and 
strong; it does mean that during the febrile period the 
sick room should have free ventilation regardless of the 
outside temperature ; excepting in pneumonia of the aged 
without much fever; with these aged cases, while ven- 
tilation should be free, the air should not be too cold. 
In all cases after the fever has fallen the necessity or 
advisability of a cold environment ceases, and the pa- 
tient should be well protected from possible chilling, 
while fresh air is still provided. 

The indications regarding diet in lobar pneumonia, as 
in most other diseases, have not received from the med- 
ical profession generally the attention which their im- 
portance deserves. The dietetic indications in pneu- 
monia are found chiefly in the condition of the gastro- 
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intestinal tract, of the liver, of the kidneys and of the 
heart. The digestive organs are all more or less dis- 
turbed by the conditions of the disease, and call for 
easily digested food. The liver, as in all acute infec- 
tious diseases, is much occupied with destroying the 
toxins of the disease and those due to the disturbed 
metabolism, and consequently is less capable than usual 
of attending to its regular business of destroying the 
toxins produced by the putrefaction of animal protein 
in the intestines ; and it demands the exclusion of putre- 
fiable protein from the diet. The passive congestion of 
the abdominal viscera, which exists in a greater or less 
degree as a consequence of partial failure of the right 
ventricle, calls for food which is easily digested and eas- 
ily absorbed, and which is non-putrefiable and non-fer- 
mentable. The kidneys, deprived of much of their re- 
serve power by the regular conditions of the acute 
infectious disease, call for a diet restricted in quantity, 
free from purins, and non-putrefiable. In the condition 
of the heart and circulation dietetic indications of the 
most important character are found. The unstable con- 
dition of the heart makes particularly dangerous dis- 
turbances due to nervous reflexes from the abdominal 
viscera, and especially those due to mechanical pressure 
from the abdominal cavity which are caused by 
flatulent distension of the stomach or intestines. 
Abdominal distension so dreaded in pneumonia, 
can to a very large extent be prevented By a 
proper diet. And here the question arises, if the vaso- 
motor paralysis, which has been observed in pneumonia, 
affecting to a marked degree the splanchnic arteries, may 
not be in some cases more closely connected with local 
conditions in the abdominal cavity than with a specific 
pneumococcic toxemia. 

To meet these indications regarding diet the writer 
recommends that patients with lobar pneumonia be fed 
as follows: 

1. Standard diet for the average case during the 
febrile period and until three days after defervescence. 
—At 8 A. M., 10 A. M., 12 M., 2 P. M., 4 P. M., 6 
P. M. and 8 P. M. give seven and one-half ounces of a 
two-to-one mixture of milk and thin barley gruel. At 
1 P. M. and twice during the period between 9 P. M. 
and 7 A. M. give seven and a half ounces of orangeade 
made with the strained juice of one orange, sweetened 
with one ounce of milk sugar. Drinking water to the 
amount of twenty-four ounces should ‘be given during 
the day if the patient will take it, but it need not be 
forced. This diet will supply 40 grams of protein daily 
and fuel of a value of 1250 calories, which is consider- 
ably less than the amount of food required by the body 
in ordinary conditions, but is sufficient to carry the 
patient through the short period of this self-limited dis- 
ease, in which safety should be sought by minimizing 
the dangers which threaten from the gastro-intestinal 
tract. 

2. Substitutions for and additions to the Standard 
Diet.—Substitutions can be made for any of the feed- 
ings of the milk and barley mixture as follows: In place 
of one, two, three or four of them, lactacidized milk may 
be given ; or a mixture of milk and strained orange juice, 
grape juice or pineapple juice, well stirred up, in the 
proportions of one part of the fruit juice to one, two 
or three parts of the milk; or peptonized milk, entire 
o rmixed with barley water, may be given in place of 
any or all of them; and extra feedings may be given 
during the night. 

3. Modifications of the diet called for by complica- 
tions.—If irritability of the stomach is present, pep- 
tonized milk alone or mixed with barley water, or barley 
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water alone, or fruit juices strained and diluted may be 
given. 

If there is diarihoea, the diet should be restricted to 
barley water or rice water. 

If there is distension of the bowels, which will not be 
likely to happen if the patient is fed according to the 
above directions, all food should be withheld for a time, 
or the diet restricted to barley water alone. 

4. Diet in convalescence—Beginning three days after 
defervescence in uncomplicated cases, additions may be 
made to the diet. Gruels may be given at first, on the 
fourth day cereals, and after that, if all goes well, milk 
toast, baked potato, dry toast, fruit, pot cheese, cream 
cheese, bread, lettuce and spinach; but no eggs or other 
animal food except milk and its products should be 
given until at least eight days after defervescence. 

A dietetic indication which deserves special mention 
by itself, is found in the increased demand for calcium 
which there is reason to believe exists in lobar pneu- 
monia. The element calcium, in a small but definite 
amount, is regularly required by all the fluids and tis- 
sues of the body to maintain their healthy condition. 
The muscle of the heart in particular must have its reg- 
ular ration of calcium to contract in its best manner, 
and the leucocytes, unless supplied with their quantum 
of this element, fail to engulf with proper voracity the 
bacteria which it is their duty to devour. The calcium 
starvation which seems to obtain in pneumonia, is ob- 
viously due to the withdrawal of calcium for the pur- 
pose of coagulating fibrin in the consolidated lung, of 
supplying the extra demand for it made by the great 
leucocytosis, which is regularly a marked feature in 
pneumonia, and of supplying the invading pneumococci 
themselves, which seize calcium in the enemy’s country 
for their own use. Unless the calcium deficiency is 
corrected by the addition of a sufficient amount of that 
element to the diet, there is reason to believe that the 
patient with pneumonia is handicapped in his struggle 
with the disease. 

To supply this deficiency the writer gives calcium 
chloride or lactate (the chloride by preference), in ten 
grain doses every four hours, from the first recognition 
of the disease until three days after defervescences. It 
is not given as a drug to modify physiological processes 
or to increase the coagulability of the blood above the 
normal, but to bring the coagulability of the blood back 
to the normal and to supply to the tissues, especially 
those of the heart, this necessary food element, ‘and to 
supply to the leucocytes the ration of calcium which 
they need to be actively phagocytic. That patients with 
lobar pneumonia who get calcium in the doses mentioned 
do better than those who do not, is a strong clinical 
impression which observation of a considerable number 
of cases has made on the writer. 

The indications for treatment mentioned in the fore- 
going are present in every case of lobar pneumonia, and 
may be considered as the general, or regular indications. 
By meeting them according to the suggestions which 
have been made the basic or essential treatment of the 
disease is accomplished. It may be that no other treat- 
ment will be required; and not infrequently that is the 
case in uncomplicated lobar pneumonia occurring in a 
healthy young adult; but more often further indications 
for treatment present themselves, which we may call 
occasional or special indications. 

The most important of the special indications are 
those found in the heart. The writer has discussed this 
phase of the subject in a recent article (The Heart in 
Lobar Pneumonia, New York Medical Journal, Jan. 
14, 1911), and he will repeat some of the conclusions 
there arrived at. 
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The conditions which more particularly disturb the 
heart in pneumonia are the toxemia and the mechanical 
obstruction suddenly interposed in the lesser circulation 
by the consolidated lung. 

In what does the toxemia of pneumonia consist, and 
how does it affect the heart? A specific pneumotoxin 
figures largely in contemporary literature as an agent 
very harmful to the heart and cardiovascular appa- 
ratus, but there is some reason to doubt if this toxin is 
regularly a virulent cardiac poison resembling in its 
actions the toxins of diphtheria and intiuenze, which 
seem to have a special antipathy toward the heart. We 
can, perhaps, exclude from serious consideration in most 
cases, the specific toxin of pneumonia for the following 
reasons: 1. “The pneumococcus does not produce in 
artificial cultures any strong, soluble toxin analogous in 
any way to the diphtheria and tetanus toxins, but its 
poison is contained within the bacterial cells, from which 
it may be extracted in various ways or it may be set 
free by the dead cocci” (Osler). This fact receives 
added significance when taken in connection with the 
fact that when there is a high leucocytosis in pneu- 
monia severe toxemic manifestations are less likely to 
appear than when leucocytosis is slight or absent. It 
would seem to be the bacteria that escape phagocytosis 
and die a natural death which put the specific toxin into 
the blood stream. 2. In a very large proportion of cases 
in which there is no pre-existing myocardial weakness, 
we find the left ventricle maintaining an approximately 
normal blood pressure until after failure of the right 
ventricle has diminished the supply of blood which it 
receives. In fact, in many if not most cases, the left 
ventricle does not in its action indicate any disturbance 
of its muscle or nerve connections that can be ascribed 
to a toxemic cause; and its action in the majority of 
cases is quite as natural as could be expected in view 
of the mechanical difficulties under which its partner 
on the right is laboring. 3. In a majority of cases 
we find that the thin walled right ventricle maintains 
an abnormally high blood pressure in the lesser circu- 
lation, which is shown by the accentuated closure sound 
of the pulmonary valves; and when the right ventricle 
does begin to fail, we usually get such a response to 
stimulation as we would expect under the circumstances 
from a relatively sound myocardium, and not from 
one subjected to a severe specific toxemia. 

On the other hand, the following facts are entitled 
to consideration: 1. We are familiar clinically with a 
tolerably large group of cases of pneumonia in which 
the heart seems to be overwhelmed: by the toxemia, and 
sometimes in an early stage of the disease. There is 
also a group described by Romberg and Passler, in 
which failure of the heart is accompanied by, or sec- 
ondary to, great dilatation of the arteries, especially in 
the splanchnic area, for which toxemic paralysis of the 
vasomotor center has been ascribed as a cause. 2. Asa 
very rare occurrence, which may be the result of 
toxemic disturbance, but is not necessarily so, we find 
sudden failure of the heart after defervescence, some- 
times several days after, when the patient is apparently 
in good condition. 

While giving these last mentioned facts due consid- 
eration, there does not seem to be enough in them to 
warrant the emphasis which is laid by some writers on 
the specific toxemia of pneumonia as a cardiovascular 
paralyzer. No doubt in many cases there is a marked 
toxemia, and as a terminal event when passive conges- 
tion has weakened resistance, it becomes an inevitable 
factor; but it is quite reasonable to believe that at least 
a large part of the toxemia which occurs in pneumonia 
is not specific but of intestinal, putrefactive or other 
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origin. And when we glance over the history of 
pneumonia therapeutics during the last two decades, 
to go no farther back, the thought arises that a 
certain proportion of the cases of cardiac failure and 
vasomotor paralysis that were observed may have been 
due to the drugs administered. The notion of treating 
patients with pneumonia by coal tar preparations, which 
are all cardiac and vasomotor depressants and proto- 
plasmic poisons, has to an extraordinary extent obsessed 
a considerable portion of the medical profession during 
the period mentioned. And in this connection we may 
consider the possibilities suggested by overstimulation of 
the heart early in the disease, and by injudicious diet. 

From the clinical point of view a comparatively close 
resemblance can be traced between the pneumococcus 
infection and the streptococcus and staphylocuccus in- 
fections, as regards their anti-cardiac manifestations. 
In the latter infections, though the local lesion may be 
attended with constitutional symptoms, there is not, as 
a rule, serious toxemic disturbance of the heart, and it 
is only when pronounced septicemia occurs that the 
heart is apt to suffer. And so it would seem to be with 
pneumonia. In most cases of pneumonia the moving 
clinical picture presented by the heart seems to resemble 
more a struggle against a mechanical obstruction in the 
lesser circulation than the bad action of a heart which 
is undergoing toxemic degeneration and paralysis, 
though the latter is sometimes seen and regularly enters 
into the final picture. 

We may here properly discuss the practical value of 
Gibson’s contention, that when the radial blood pressure 
expressed in millimeters falls below the pulse rate the 
prognosis is bad. The systemic blood pressure, except 
in the comparatively rare cases of early vasomotor 
paralysis (or what looks like it), exhibits no charac- 
teristic changes in pneumonia so far as the writer has 
been able to observe; it may fall in acute myocarditis, 
and it falls regularly after the right ventricle has so 
far failed that an insufficient supply of blood comes to 
the left heart. The weakness of Gibson’s contention is 
illustrated by the following case which was seen by the 
writer once only: 

The patient, a man in the middle forties, apparently 
of good constitution, was in the fifth day of the dis- 
ease; one lobe only was involved; his temperature was 
103° F., his respiration rate was 36, and his pulse rate 
was 116; his blood pressure was 140 mm. Hg. Accord- 
ing to Gibson, the prognosis should have been good in 
this case. The writer gave a bad prognosis. Why? 
Because the right heart was considerably dilated, and 
the pulmonary second sound was notably weakened. 
The patient died five hours later. 

The facts above presented seem to indicate that the 
treatment of the toxemic factor in the cardiovascular 
disturbance has to do largely, if not chiefly, with the 
secondary toxins, particularly the putrefaction toxins 
from the intestinal tract. In the directions for the diet 
already given this subject has been covered. The ques- 
tion of taking large quantities of water to flush out the 
toxins is conditioned by the ability of the heart to do 
the pumping. It is not, as a rule, advisable to give 
much more than one hundred ounces of fluid per diem, 
including that taken in the food, particularly if the 
patient is kept in a cold atmosphere in which he will 
not perspire much. It is rarely advisable to give a 
diuretic. 

The direct treatment of the heart consists in judicious 
stimulation. A large proportion of cases of pneumonia, 
considered from the therapeutic point of view, are cases 
of heart disease, with threatened or actual loss of com- 
pensation. 
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In the aged, in alcoholics, and in those with pre- 
existing heart disease, stimulation is usually required 
from the beginning. In young adults with originally 
healthy hearts we can usually wait before giving stim- 
ulation until signs of heart strain appear, but we should 
not wait too long. It is better to give help before it is 
needed than to withhold it until after damage has been 
done. It is the writer’s custom to give no stimulation 
at all during the first two or three days of the disease 
unless indications for it present themselves, but on the 
third or fourth day, even if there are no signs of cir- 
culatory disturbance, it is reasonable to suppose that the 
right heart is getting tired, and one-sixteenth of a grain 
of strychnine sulphate is given three or four times a 
day. This gentle stimulation may suffice, but often 
more is required. 

Further stimulation is given according to the require- 
ments of the circulation; and the best guide to those 
requirements is the condition of the right heart. Of the 
signs of failure of the right ventricle, the most im- 
portant and distinctive are, increase to the right of the 
area of deep cardiac dullness, and diminution in inten- 
sity of the closure sound of the pulmonary valves; and 
in addition, when there is much failure of the pulmonary 
circulation, cyanosis and other evidences of venous 
stasis. When the failure of the heart is due to general 
vasomotor paralysis, there is apt to be a grayish pallor 
instead of cyanosis. Functional murmurs are often 


heard, especially toward the end of the disease, and 
actual endocarditis and pericarditis may develop as com- 
plications, the latter more often, perhaps, than is de- 
tected; in fact, it is the belief of the writer that a com- 
plicating pericarditis is overlooked in a by no means in- 


considerable number of the cases which die. 

In telling how he stimulates failing hearts in pneu- 
monia the writer cannot lay down a program of general 
application because each case has its peculiarities. The 
amount of obstruction in the lungs varies widely; the 
virulence of the toxemia differs from a degree that is 
negligible to one that is rapidly fatal, and not only does 
the disease occur at all ages, but in people with all kinds 
of hearts, the condition of which may not be known 
beforehand. The disease has been justly stigmatized as 
treacherous. The writer can do no better than mention 
the principal agents which he uses, with their doses. 
No doubt there are other agents besides those here 
mentioned which can be used with advantage for 
cardiac stimulation in pneumonia, but these are the 
ones which he has found in his experience to be the 
most reliable and effective. 

The strychnine previously referred to can be in- 
creased, but under no circumstances should larger doses 
than one-thirtieth of a grain every four hours be given. 
If further stimulation is needed, strophanthus, in one 
and a half to three minim doses of the tincture every 
four hours, may be given. In a large proportion of 
cases of pneumonia, no more stimulation will be needed 
than this. If, however, the right ventricle still con- 
tinues to fail, the following stimulants may be added: 
Caffeine citrate in doses of two or three grains every 
four hours, aromatic spirits of ammonia in doses of half 
a dram every one or two hours, and digitalin in doses 
of one-hundredth to one-fiftieth of a grain every four 
hours, hypodermatically. Whiskey should be given, in 
small or moderate doses, only to alcoholics and aged 
patients. 

The above probably constitutes the sum total of the 
stimulation which can be borne with advantage by most 
cases, and it is more than some cases will bear. The 
danger of overstimulating the heart should always be 
borne in mind. The old precept, that the heart cannot 
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be stimulated too much at the time of the crisis, must 
not be taken too literally; it can, and no doubt often is. 
But the temptation is very great to use extreme, even 
excessive measures of stimulation, when weakness and 
irregularity of the radial pulse appear before the crisis, 
with a steadily increasing pulse rate, and steadily dilating 
right heart. And in those cases which show in an early 
or in any stage of the disease, paralysis of the vasomotor 
system and rapid failure of the heart, we are driven 
to urgent and desperate measures. Hot rectal injec- 
tions and hypodermoclysis are rationally indicated, and 
here, if anywhere, it would seem that adrenalin was 
called for, though the writer has never seen it do much 
good in these cases. He has used venesection once for 
the relief of a dilated and laboring right heart with 
success, and believes that this procedure deserves a 
more prominent place in the therapeutics of pneumonia 
than it has received. 

In discussing stimulation of the heart in pneumonia 
we should not omit mention of morphine, which, though 
not exactly a heart stimulant, often acts as such, be- 
sides doing good in other ways. It quiets nervous re- 
flexes which would disturb the heart, and lessens the 
oxygen hunger, thereby diminishing the work of the 
heart. It can be used early in the disease to allay pain 
and restlessness and quiet a harassing cough, thereby 
giving sleep and conserving cardiac strength, and per- 
haps thus being a saving factor. In doses of one-six- 
teenth to one-sixth of a grain, pro re nata or every four 
hours, it will sometimes tide over a doubtful case. If 
given in the larger doses atropine may be given with it; 
but atropine should always be given with great caution 
in pneumonia, for many patients do not stand it well 
and its sphere of usefulness is not large in any case. 

There are many things commonly used in the treat- 
ment of pneumonia, which have not been discussed in 
this paper. Some of them have more or less thera- 
peutic value and were passed over for lack of space; 
but there are others which, in the opinion of the writer, 
have little or no therapeutic value. Among the agents 
commonly used in pneumonia which the writer does not 
favor are, the pneumonia jacket, external applications 
of cold water to reduce the fever (as a rule), anti- 
pyretic drugs, except possibly aconite in small doses in 
the congestive stage, coal tar analgesics and hypnotics, 
the nitrites, digitalis, except as a heart stimulant of last 
resort when the blood pressure is low, ammonium car- 
bonate, creosotal, and the more recently fashionable 
urotropin. 

In conclusion the writer would like to emphasize the 
following points: 1. The specific toxin of pneumonia 
does not seem to be regularly a serious disturber of the 
heart in the same sense that the toxins of diphtheria and 
influenza are such, though sometimes a toxemia, which 
appears to be pneumococcus septicemia, is observed in 
pneumonia, which apparently poisons the cardiac ap- 
paratus or paralyzes the vasomotor system; 2. A large 
part of the regular toxemia of pneumonia is probably of 
intestinal putrefactive origin; 3. The prevention of tox- 
emic complications is best effected, pending the further 
developments in serum and vaccine therapy, by main- 
taining the bodily functions in the highest state of effi- 
ciency possible under the circumstances, and particularly 
by minimizing intestinal putrefaction; 4. The patient 
should be kept in bed, in the horizontal position, from 
the beginning of the disease until ten days to two weeks 
or more after defervescence; 5. He should have abun- 
dant fresh, cold air, but after defervescence he should 
be protected most carefully from chilling; 6. The diet 
in pneumonia should be fluid and anti-putrefactive, and 
somewhat less in quantity than the minimum health ra- 
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tion ; 7. There is evidence that in pneumonia a deficiency 
of calcium exists, which should be made good by giving 
to the patient a salt of that element regularly throughout 
the disease; 8. From the therapeutic point of view, a 
case of pneumonia is essentially one of heart disease, in 
which the regular problem is to support the heart until 
the obstruction in the pulmonary circulation has been 
relieved; 9. Direct support of the heart by stimulation 
should not be delayed too long; the amount of the stim- 
ulation should be regulated not only by the requirements 
of the circulation but also by the capacity of the heart 
to respond, and the dangers from overstimulation should 
be kept in mind. 


CONCERNING SUBACUTE INFECTIVE. 
ENDOCARDITIS. 
GLENTWORTH R. Butter, M. D., 
Brooklyn, N. Y. 


For a number of years certain cases of endocarditis 
have attracted attention because of their latency and 
long duration. About 250 such cases have been studied 
by Osler, Libman, Horder, Billings, and others, so that 
we are now in a position to define it as a distinct variety, 
perhaps an entity, among the endocarditides. 

The bacteriology of the disease is of interest. In the 
great majority of instances there is a bacteriuria. By 
far the most common organism found is a streptococcus, 
which grows poorly and produces a green pigment in 
the process. It has therefore been called the S. mitior 
or viridans. Its slow growth doubtless accounts for its 
non-discovery in a certain proportion of blood cultures. 
Libman states that five or six, instead of the customary 
three or four, days of incubation may be needed for 
its demonstration. Other organisms, seldom found, are 
the staphylococcus, the pneumococcus, and the bacillus 
of influenza. 

The pathological anatomy is that of a vegative, rather 
than an ulcerative endocarditis. Commonly there are 
found large grayish vegetations of firm consistence. 
They project from the valves, and in a large number of 
cases involve also’ the walls of the left auricle and 
ventricle. 

The long duration of this form of endocarditis is one 
of its striking features. It was the chronicity of the 
disease which first attracted to it the attention of 
clinicians. It runs a course of from four to twelve 
months, and even longer. Taking into consideration its 
cause and its course, it is well named subacute or 
chronic, infective or septic, endocarditis. 

From a clinical point of view its latency is remark- 
able. It may be weeks or months before any sign or 
symptom of an endocardial inflammation manifests 
itself, the only conspicuous deviation from the normal 
consisting in a daily rise of temperature. Almost in- 
variably the onset is slow and insidious. The fever 
is of a distinctly septic type, low in the morning and 
reaching 100° to 103° in the evening. Chills are not 
common, but may occur from time to time. Later in 
the disease there may be higher temperatures, and fre- 
quent sweats. 

Commonly there is not a leucocytosis, but after the 
disease has continued for some weeks a progressive 
anemia becomes a noteworthy accompaniment. There 
is a clear, waxy-white, seldom yellowish, pallor of the 
skin which is somewhat characteristic. So also is the 
preservation of the weight. Unless there is some spe- 
cial digestive disorder food is taken in fair quantities, 
and for a long time there may be but a moderate loss 
of weight. Later there is a steady emaciation. 

This form of endocarditis is almost invariably en- 
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grafted upon an old mitral or aortic valvular lesion. 
It is important and curious to note how little change 
there may be in the physical signs of an ancient defect, 
although an autopsy may reveal large, firm vegetations 
growing from the affected valve. 

Among other symptoms enlargement of the spleen 
can usually be demonstrated. Gastro-intestinal disturb- 
ances occur, generally of mild intensity. Pains in the 
joints, bones, muscles, or various nerves are very com- 
mon. Libman emphasizes the finding of tenderness 
over the lower part of the sternum. Slight swelling 
of the joints is by no means uncommon. Embolic 
phenomena may show themselves in the spleen, kidney, 
brain, skin, and other organs or parts. Embolic aneur- 
isms have developed in a considerable number of in- 
stances. The urine not infrequently contains blood, 
either in minute traces, or visible to the unaided eye. 

The cutaneous signs are important. Petechial spots 
develop in the majority of cases at some time during 
the course of the disease. The appearance of ephemeral 
cutaneous nodes is said by Osler to be pathognomonic 
of this form of endocarditis. They are small, raised, 
reddish lesions, somewhat resembling an ordinary wheal, 
and usually occur on the hands or feet. They are pain- 
ful, but disappear in one or two days. 

The diagnosis in the early stages of this disease is 
always difficult, and sometimes quite impracticable for 
weeks, or, in occasional instances, even for months. 
An embolic attack may be the first significant sequel 
of the endocardiac origin of the fever and its hitherto 
associated symptoms. The fever may indeed be the 
only finding, and for the first few days, or for several 
weeks, the patient may not take to his bed. Typhoid 
fever, or a beginning tuberculosis are commonly diag- 
nosed at the outset of the disease. The enlarged spleen 
and the blood examination have led to a diagnosis of 
splenic anemia or Banti’s disease in more than one 
case. The petechial spots have been considered as a 
simple purpura. The joint pain and swelling have been 
interpreted as a subacute rheumatism. A splenic infarct 
has been regarded as a splenic abscess, and the occa- 
sional hematuria as due to a pyelonephritis. Finally 
when acute abdominal symptoms have occurred opera- 
tion has been done for a supposed appendicitis. 

It is thus quite evident that the early diagnosis of 
subacute or chronic infective endocarditis is beset with 
difficulties. In every patient who is the subject of an 
old valvular lesion, and who presents a persistent, even 
though slight, fever of the septic type, a blood culture 
should be made, and incubated for at least six days. 
The finding of the quite characteristic streptococcus in 
the circulating blood makes a practically absolute diag- 
nosis. 

The prognosis is distinctly unfavorable. It is at least 
open to question whether one or two reported recoveries 
have really been instances of the disease. In at least 
one of these cases the blood culture was negative. It 
follows from this statement that no treatment is of 
any value. I have seen a dozen cases of this disease. 
In two of these both autogenous and stock vaccines were 
employed without in the smallest degree influencing the 
inevitably fatal course of the malady. 


Cases of vertigo associated with suppurative and non-sup- 
purative otitis media are commonly met with. Bacterial ex- 
aminations of the pus in the early stages of this disease show 
that in a large majority of these cases the streptococcus is 
the primary infecting organism. After a rupture of the ear 
drum, outside contamination soon takes place and staphylococci 
are found. Later they often supplant the streptococcus. 
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MORPHIN ADDICTION IN THIS COUNTRY. 
T. D. Croruers, M. D., 


Superintendent of Walnut Lodge Hospital, 
Hartford, Cohn. 


While it is almost impossible to secure reliable sta- 
tistics of the extent of drug taking in this country, there 
are many reasons for believing that the number of 
addicts is very large and constantly increasing. Thus 
the experience of persons in charge of private sanitari- 
ums for nervous diseases, and drink and drug neuroses, 
and physicians who make a specialty of such cases, con- 
firms this fact. Inquiries in hospitals, insane asylums 
and almshouses show a very small proportion of the 
inmates suffering from these addictions. Inquiries from 
physicians with large practices among the wealthy and 
successful classes, reveal a large number of cases more 
or less concealed. 

Many physicians with superior diagnostic ability, rec- 
ognize morphin addictions in the ills they are called on 
to correct, while others less acute fail to determine the 
original cause. 

My experience, extending over a period of thirty-five 
years, and confined entirely to spirit and drug neuroses, 
would seem to prove that over one-third of all patients 
coming for treatment, are morphinists, and curiously 
enough fully one-fourth are physicians and professional 
men. 

This experience is confirmed by others in different 
parts of the country, some giving larger percentages than 
others. Persons who make a specialty of nervous dis- 
eases, as it appears in the ordinary practice, see a great 
many cases of morphinism, combined with other addic- 
tions, but vary widely in their estimates of their num- 
bers. Several attempts have been made to determine 


the number of drug neurotics in this country. 

My studies in this direction, dependent on the ex- 
perience and observation of physicians in large practice, 
show that about 4 per cent. of all physicians use mor- 


phin. In some sections of the country this is greatly 
exceeded. In one city where 150 physicians are regis- 
tered, 15 per cent. are known to be drug takers. In 
others with about the same conditions 2 or 3 per cent. 
is the number. 

One authority believes that fully 2 per cent. of all 
men and women between the ages of 20 and 50 are 
morphine takers. Another authority estimates in large 
cities that at least 20 per cent. take spirits and drugs. 
These are only indications we must confirm or disprove. 

Mortality studies, both in private and hospital prac- 
tice that extend back to the history of the patient’s life, 
reveal some very startling figures. Thus a large pro- 
portion of cases who die in middle life of pneumonia, 
cerebral hemorrhage, nephritis and so-called heart fail- 
ure, reveal a history of spirit and drug taking. The 
drug taking generally is conceded. In private practice 
many of the obscure cases are found to date from mor- 
phin or other forms of opium taken secretly, and very 
often learned specialists make elaborate diagnosis and 
suggest equally elaborate treatment which fails, and 
some obscure physician divines the real cause, removes 
it and succeeds. 

A specialist in Chicago asserts that one-fifth of all the 
mental cases are traceable to morphin. Another says 
that this number is entirely too small, that 10 per cent. 
is a minimum. He declares that syphilis, alcohol and 
opium are the active causes of over 50 per cent. of 
all neuroses. 

A great many persons who have used spirits in early 
life, finding that it impairs their reputation and business 
ability, secure a substitute in some form of opium and 
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continue it secretly for many years. They often die 
from some acute disease without the real cause being 
suspected. Men and women who occupy positions in- 
volving responsibility and constant strain and anxiety, 
develop insomnia, neurasthenia and a great variety of 
distressing symptoms which suddenly disappear. In 
reality morphin has been taken and the symptoms are 
covered up. For an indefinite period they may con- 
tinue their work without consulting the physician. Oc- 
casionally exposure takes place or the patient becomes 
alarmed, goes to a hospital or comes under the care of 
a specialist, and is treated for the morphin addiction. 
Many persons, in both professional and business circles, . 
suffer from fatigue, both mental and physical, which 
produces a great variety of symptoms more or less 
alarming. 

The thoughtless family physician will use morphin 
by the needle and the peculiar susceptibility to this drug 
is ascertained. This is the beginning of its continued 
use outside of medical care and observation. Men and 
women who have been accustomed to use wine at meals, 
become morphia takers with very little effort or temp- 
tation, and after a time they come under medical ob- 
servation, and the physician as well as the patient be- 
comes deluded with the idea that the morphia taking is 
insignificant, and many a person is treated for some 
obscure organic disease which is the result of and de- 
pendent upon the use of morphia. 

Evidently the strain and stress of modern life, the 
sudden breaking up of surroundings and social condi- 
tions are tremendous predisposing causes for the use 
of morphia, more than spirits. While spirits are nar- 
cotics covering up the sense of fatigue and deluding the 
patient with strength that does not exist, their use be- 
comes more and more public and difficult to conceal. 
Public sentiment is less and less tolerant of spirit ad- 
dicts and regards with suspicion one who uses spirits 
for any purpose. Morphin may be taken secretly by 
the needle or in some form of solution particularly at 
night, and. the patient may have an assumption of seren- 
ity and vigor for a long time. 

Professional men who are subject to extremes calling 
for a display of mentality, find morphia a stimulus for 
the time being. Both men and women called on to per- 
form some particular function that requires nerve vigor 
and control resort to the same thing. There is no drug 
known so seductive and so apparently simple as morphia. 
Cocain will produce a certain unusual brilliancy, but 
quickly subsides and its effects are uncertain. The 
morphinist is seldom delirious. He may have delusions, 
but they will be concealed. There is a certain mystery 
and reticence about his public activities that prevents 
his addiction from being known. 

It is a safe inference to assume that any extraordinary 
display of mind-power and placidity of control is the 
result of chemical agents, of which morphia is the most 
likely to be the active cause. Conditions, surroundings, 
and a host of most complex causes, incident to the stir 
and bustle of life in this country are undoubtedly the 
most favorable soil for the growth of morphinism. 

Another evidence of this is in the enormous increase 
and consumption of morphia outside of the usual de- 
mands in hospital and private practice. Figures vary 
somewhat, but the general assumption is true from year 
to year that at least one-third of the morphia sold in 
this country goes to private consumers by secretive 
methods. The sale of hypodermic syringes is far be- 
yond the natural demand of the trade. The attempt to 
find where this large surplus of morphia is finally con- 
sumed is difficult. Thus a New York house sends from 
time to time large invoices of this drug to country drug- 
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gists near and far away, together with syringes. The 
sale is cash and no questions are asked. Evidently 
these druggists are distributing agents for consumers 
everywhere. Another large house in Boston keeps a 
list of physicians who order enormous quantities of 
morphia regularly. They, too, are distributers. 

Drugs that contain opium and morphia are very pop- 
ular and are called for persistently. The new laws 
demanding that the contents of the bottle be printed on 
the label, evidently diminishes the demand a little. The 
consumers are persons who evidently belong to the 
active, successful business and wealthy classes, and not 
to any great extent the laborers, poorer classes and per- 
sons who are destitute of the ordinary comforts of 
every-day life. The demand for and consumption of 
cocain by the colored people of the South is well known 
and the so-called “dope fiends” of the submerged class 
are also recognized, but the bulk of the morphin sold 
does not go to these poorer classes. 

The question, “Is this demand increasing?” is an- 
swered in the affirmative by a great variety of careful 
observers, sustained by facts both direct and indirect. 
Morphia addiction depends on conditions which, of 
course, vary widely in different parts of the country 
and in different cities. It is said that Philadelphia con- 
sumes an enormous amount of morphia, or at least the 
amount is far greater than New York or Boston in 
proportion. Chicago is another center calling for a 
great amount of this drug. There are certain inland 
cities where a very small amount of morphia is used 
and there are others where the amount is doubled and 
tripled. These facts come from <lruggists and other 
sources. 

There can be no doubt that morphia addiction is fast 
becoming a great national peril, almost equal to that 
of alcohol and in some respects more dangerous because 
concealed. This brings new responsibility to physicians 
and medical colleges. All students should be taught the 
dangers of opium addiction and every college should 
have a course of lectures on morphinism, its prevalence 
and its treatment and prevention. Physicians should 
learn to distinguish the concealed use of the drug and 
avoid giving it, except under the most favorable condi- 
tions. There are few drugs that are more valuable, and 
at the same time more dangerous, requiring sagacity, 
judgment and wise discrimination of their use. 


NEW YORK DIVISION, MEDICAL RESERVE 
CORPS, U. S. A. 

The New York Division of the Medical Reserve 
Corps of the United States Army was formally or- 
ganized at the Officers’ Club, Fort Jay, Governor’s 
Island, on December 7. 

Col. L. Mervin Maus, U. S. A., was the host of 
the evening, assisted by Major A. E. Truby, U. S. A., 
and they dispensed lavish hospitality. Col. Maus pre- 
sided at the meeting, which was well attended by the 
corps. A constitution and by-laws were adopted and 
the following officers were elected for 1913: President, 
Ist Lieut. Henry Clark Coe; Vice-President, 1st Lieut. 
Thomas Darlington; Secretary, lst Lieut. Harold Hays; 
Treasurer, lst Lieut. H. Sheridan Baketel ; Councillors, 
1st Lieuts. Arnold Knapp, Howard Lilienthal, Clarence 
A. McWilliams, Eugene H. Pool and John B. Rae. 

Col. Maus was unanimously chosen as the first hon- 
orary member of the organization, a fitting tribute to 
the officer who is responsible for the organization of 
both the New York and Chicago Divisions of the Corps. 

Lieut. Coe was one of the first medical men in the 
country to be appointed to the Medical Reserve Corps 
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and he has seen active duty as an officer in the 
maneuver camps at Gettysburg and Stratford, Conn. 

In his remarks accepting the presidency, Lieut. Coe 
outlined his plans for the betterment of the Division, 
which include a definite plan of study during the winter 
months and attendance upon maneuvers in the sum- 
mer. He told of some of the important work being 
done by the general staff of the army, which has 
worked out a plan of organization, believed by many 
to be the most far-reaching idea formulated for the 
army in many years. It marks a transition from the 
colonial military policy of an army, whose duty was 
to maintain order on a constantly extending frontier, 
to a policy adapted to the needs of a great nation, 
which has taken its proper place as a world-power. 
The formulators of this policy are opposed to a large 
standing army, believing that the national defense 
should be provided for with the least possible curtail- 
ment of the actual producing factor in our society. 
It is their desire to train as many men as possible and 
then to return them to the ranks of producers. The 
general staff has as one of its problems how to train 
these men so that their training will be of real benefit 
to them in industrial avocations. 

One recommendation of the staff is to form a reserve 
corps of line officers, among the graduates of military 
schools, who shall serve one year as second lieutenants 
in the regular establishment and then go on the inactive 
reserve list. This thought leads to the suggestion that 
the medical department take recently graduated physi- 
cians, who would kke a salaried position before enter- 
ing practice and allow them to serve as army surgeons 
for a year, and then go upon the inactive list of the 
Medical Reserve Corps. 

One interesting fact learned by the general staff is 
that the medical department is the most systematically 
organized corps in the army. A telegram of 100 words 
will start all the medical supplies necessary for a 
division for three months to any point of mobilization 
designated. These supplies are so arranged in the 
depots that they can be loaded into cars as fast as men 
can work. 

Major Truby read a paper on the duties of the 

medical officer as they will apply to the work of the 
Medical Reserve officers and he exemplified his re- 
marks by showing the various supply chests and their 
contents and by demonstration with a hospital sergeant 
and hospital orderly. He outlined a plan of study for 
reserve officers for five meetings, which would include 
addresses by officers of the Medical Corps on the fol- 
lowing subjects: 
_ 1. Uniforms of officers and men; equipment of of- 
ficers and men; field equipment of the medical depart- 
ment. Books of reference: Uniform Regulations ; Drill 
Regulations; Hospital Corps; Manual of the Medical 
ens Army Regulations; Officers’ Manual, 
Moss. 

2. The Medical Department: (a) Organization. 

(b) Personnel: 1, Medical Officers—Medical Corps, 
Medical Res. Corps, Dental Corps, Volunteers; 2, Hos- 
pital Corps ; 3, Army Nurse Corps; 4, other sanitary 
organizations. 

3. Hospital Administration. Paper Work—Morning 
report, sick report, hospital fund, sick and wounded re- 
port, recruiting, etc. 

4. Sanitation: (a) Food, (b) water, (c) disposal of 
wastes, (d) preventable diseases, (e) special devices for 
sanitary camp, (f) contagious diseases. 

5. Field Service: (a) Organization of the land forces, 
(b) organization of the sanitary service, (c) duties of 
the medical department. 
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Current Orientation 


RHEUMATISM. 

Rheumatism, or as Sir Dyce Duckworth terms it, 
the “arthritic habit of body,” is as wide spread as com- 
munities. He. believes that a subject of the arthritic 
diathesis is as liable to harbor and encourage the in- 
trusive microbes of rheumatism as is the subject of 
the strumous diathesis to provide a suitable soil for 
the bacilli of tubercle. 

The etiology of acute rheumatism has long been open 
to argument, but so many independent research workers 
have determined upon a coccus allied to the strepto- 
coccic family that most medical men look upon it as 
the specific cause. Alfred Mantle in an article in the 
British Medical Journal, Vol. I, 1887, said he had found 
organisms which seemed to be etiologic factors in 
rheumatism. England did nothing more with this sub- 
ject until 1900, when Poynton and Paine published their 
finding of a diplococcus as a causative agent. 

On the continent in 1887 Guttman, Birch, Hirsch- 
feld, Bouchard and: Charin, Triboulet, Sahli and Sacaze 
found organisms in acute rheumatism. In 1891 Achal- 
me first found his bacillus. In 1894 several observers 
in Germany, Italy, and France described organisms oc- 
curring in joint fluids and blood of patients suffering 
from acute and “chronic” rheumatism. In 1895 News- 
holme in his Milroy lectures demonstrated the epi- 
demicity of the disease, and in the same year Leyden 
isolated a delicate diplococcus. 

Drs. Beaton and Ainley Walker confirmed Poyn- 
ton and Paine’s results in 1903, isolating the diplococcus 
in 15 cases, and Dr. Beattie also in 1904, and he pro- 
duced a combination of lesions similar to those in rheu- 
matic fever in man. There is, then, at the present time 
strong evidence that the diplococcus rheumaticus is 
most probably a special organism, and the cause of 
acute rheumatism. Bulloch, Horder, and some others 
have shown some scepticism as to the diplococcus being 
always present, but the consensus of opinion is favor- 
able to the diplococcus being the cause of acute rheu- 
matism. 

Although the clinical features of some cases of acute 
rheumatism are very definite, in others this is not so, 
and there is a possibility that some cases of arthritis 
with a temperature are too hastily considered to be 
cases of rheumatic fever, for it must be remembered 
arthritis is not only a physical sign brought about by 
the rheumatic diplococcus, but by many other organ- 
isms, and this may be the explanation of some bac- 
teriologists sometimes failing to find the diplococcus. 

In a very small percentage of cases the evidence that 
acute articular rheumatism is set up by the entrance 
of a pathogenic germ through some accidental foramen 
in a mucous membrane seems almost conclusive, says 
the Medical Record, April 6, 1912. That there is noth- 
ing violent in this supposition should be apparent from 
the analogy of gonorrheal rheumatism which must pro- 
ceed from infection through the urethra. It is none the 
less true, of course, that in the vast majority of cases 
no such infection from without can be demonstrated 
in connection with acute articular rheumatism which 
further may be widely differentiated from all forms 
of pseudo-rheumatism due to mild bacillemia, not only 
by the clinical picture presented but still more by the 
history of exposure and the evidence of a constitu- 
tional predisposition. The stubborn facts which con- 
stitute the notable exception to the type are as follows: 
the most clear cut cases of acute polyarticular rheuma- 
tism, including endocarditis or pericarditis, may follow 
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at once upon a tonsillitis, intranasal lesion, or even a 
laryngitis, and in very rare instances may follow some 
cutting operation in the nose or throat. 

At a recent meeting of the Verein fiir innere Medizin 
und Kinderheilkunde in Berlin, Max Senator read a 
paper on so-called nasal rheumatism in which he re- 
ported a personal case fortified with two others from 
the literature which tended to show that a turbinectomy, 
even when done aseptically, may sometimes give rise 
at once to very severe yet typical acute polyarticular 
rheumatism. A full discussion followed the delivery 
of the paper. Gudzent had long investigated his cases 
of rheumatism from the tonsillar viewpoint and had 
isolated a series of cases presenting the association. 
These patients were all subjected to tonsillectomy with 
the hope of securing immunity from further attacks 
of rheumatism but all to no purpose. Although the 
tonsils were infected and manifestly in need of re- 
moval severe subsequent attacks of rheumatism were 
not prevented. A. Fraenkel went further and fared 
worse, for he removed infected tonsils in a patient who 
had not yet suffered from acute rheumatism, but was 
a victim of nephritis. Immediately following the ton- 
sillectomy an acute endopericarditis developed, while 
the nephritis, which had always become worse with 
each attack of tonsillitis, suffered a marked exacerba- 
tion. Heymann saw no actual similarity between nasal 
and tonsillar rheumatism. The cases cited by Senator 
were nasal and traumatic. He had seen one case of 
this character, together with a nasal case which had 
no traumatic factor. This was one of polyarthritis 


which was clearly dependent on a chronic, periodically 
exacerbating sinusitis of the maxillary antrum. The 
existence of a tonsillar rheumatism had long been con- 
ceded and he had one case of recovery following ton- 
sillectomy. 


Kraus had never seen a case of rhino- 
genic rheumatism but said there was such an affection 
as laryngeal (laryngogenic), rheumatism. He would 
never ablate an infected tonsil while it was acutely 
inflamed. In his experience tonsillar rheumatism was 
mostly of the subacute relapsing type, connected with 
the presence of a pocket of pus in one of the tonsils. 
The indication is to deal with this pocket, not neces- 
sarily by ablation. F. Meyer studied tonsillar rheuma- 
tism bacteriologically in 1899. Since that time he has 
collected notes of thirty-five cases of articular rheuma- 
tism associated with lesions of the nose and tonsils. 
Streptococcus sore throat ought to immunize a patient 
against successive attacks in time, but this is open to 
doubt. The speaker also referred to the occasional 
cases of appendicitis of apparent tonsillar origin. Sen- 
ator in closing referred to the association of intranasal, 
tonsillar, and laryngeal lesions on the one hand with 
articular rheumatism and appendicitis on the other as 
furnishing documents to the essentially infectious 
nature of rheumatism. 

The term “rheumatism,” like many another medical 
word, has come to designate a multitude of diseases, 
and covers many sins of commission and omission in 
diagnosis. Despite its many ramifications, the physi- 
cian seldom thinks there is any connection between 
rheumatism and diseases of the mouth. Goadby of the 
National Dental hospital says there is. He classes the 
types of disease of the mouth causing rheumatism as 
follows: 

(a) Diseases directly due to the teeth themselves. 
(b) Diseases independent of the teeth. 

(a) Diseases due to the teeth themselves are mainly 
the sequel of caries of the teeth. First of all the 
“dead tooth,” the pulp of which has died either from 
progressive caries or from the irritation of large fill- 
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ings. If a dead tooth has been treated and no sinus 
has resulted, the tooth is not in a worse state than a 
tooth with a living pulp; but if, as frequently hap- 
pens, such a tooth has a small chronic sinus passing 
from the apex through the alveolar process, causing no 
pain but quietly discharging pus at intervals, such a 
tooth is a very potent cause of generalized infection. 
A root left in the jaw, often covered over with gum 
as in the case cited above, is a still greater source of 
infection. Then the “crowned tooth,’ with which is 
included the “bridged tooth,” than which no more 
potent cause of oral sepsis, infection, rheumatism, 
anzmia and what not exists. This crowned tooth may 
also be a dead tooth with a sinus, which makes matters 
worse. 

(b) The diseases which arise independently of de- 
cay of the teeth, are by far the most important in the 
causation of that infection which produces arthritis. 
The disease which is responsible for more general ill- 
health than perhaps any other chronic minor ailment 
is the infective process affecting primarily the gum 
edges, gingivitis, spreading therefrom into the dento- 
alveolar periosteum (peridental membrane) and into 
the alveolar processa os marginum of the jaw, setting 
up rarefying osteitis, and deeper osteitis of the body 
of the bone, and all these without pain and with no 
obvious local symptoms to call the sufferer’s attention 
to the disease. The term pyorrheoea alveolaris is often 
used to denote the combination of the three states or 
any one of them. 

If pus is present in quantity, the gums swollen and 
cedematous, the teeth loosened and heavily coated with 
deposit, there is little difficulty in making a diagnosis, 
although no pain or discomfort is noticed by the patient. 
In many instances there is no apparent infection to be 
seen, the gum edges appear normal in color and the 
teeth firm, a metallic taste may or may not be com- 
plained of. On careful examination, however, a probe 
(fine needle of platinum is the best) inserted into the 
intervals between the teeth, passes down to an ab- 
normal distance, often reaghing the bare alveolar pro- 
cess, and a smear made from these situations shows 
the presence of pus cells and hordes of micro-organisms. 
Percussion reveals the fact that some teeth are already 
lossened, and their periosteum inflamed or infected. 
Palpation of the alveolar procéss over the roots of the 
teeth may elicit pain, or may disclose small swellings 
due to chronic periostitis, and some teeth may be found 
actually to move in their sockets when pressed. 

Inspection of the buccal mucous membrane brings to 
light small infected mucous glands, often on the cheeks 
opposite to the position of bone infection. The teeth 
are rarely all infected to the same extent, here and 
there perfectly normal alveolar bone is found around 
individual teeth, with infected areas on either side. 
These infections of the gum, gingivitis progressing to 
rarefaction of the alveolar process, are the diseases 
par excellence of the gums and mouth which produce 
arthritic symptoms, and as the teeth are rarely if ever 
carious in such cases, and the subject generally is in 
the habit of brushing the teeth twice or more daily; 
gum infection may easily be overlooked. 

In the treatment of rheumatism what is necessary? 
Yeo (Practitioner, No. 1, 1912) says in answer to this 
query : 

(1) Endeavor to cut short the course of the attack 
and thereby to lessen the danger-period during which 
there is the risk of cardiac complications. (2) Re- 
lieve the joint pains and other distressing symptoms. 
(3) Meet any complication which may arise, and 
specially be ready with the promptest treatment in the 
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event of hyperpyrexia. (4) Guard against the danger 
of relapse by prolonging treatment beyond the period 
of symptoms and by special supervision during conva- 
lescence. He demands rest in bed, a milk diet, with 
unsweetened lemonade or barley water, with potassium 
bicarbonate, 20 grn. to the pint. For medication he 
favors the salicylate of sodium 15 or 20 grn. every two 
hours, representing a total quantity of three to four 
drachms in the 24 hours. In the absence of undesir- 
able effects this dose should be continued until the 
acute symptoms have yielded to the treatment. After 
two days it is generally feasible, by increasing the 
interval between doses to four hours, to reduce the 
total amount given by one half. If the advantage 
gained under the larger dose is maintained and the 
patient remains free from pain and fever, the reduced 
dose may be continued for a period of four to five 
days, and at the end of that time the amount may be 
further reduced to 15 or 20 grains three times a day, 
best spread over equal eight-hourly intervals. It is 
a point of the greatest importance that the remedy 
should be continued for two whole weeks after the 
disappearance of all acute symptoms; many relapses 
arise from a neglect of this rule, and, more serious 
than relapse, the origin of a cardiac lesion, leading to 
crippling of the heart for life, may depend on a too 
early discontinuance of the salicylate treatment. 

The relief afforded by salicylates is usually so prompt 
that no special local treatment of the joints is called 
for beyond a loose wrapping of cotton-wool and the 
use of a cradle to carry the weight of the bedclothes. 
The application of a warm alkaline lotion containing 
20 grn. of sodium bicarbonate and one drachm of 
laudanum to the ounce of water is soothing and may 
be employed for the purpose of easing pain in the 
initial stage, before there has been time for remedies 
given by the mouth to produce their full effect. 

An opportunity for the local use of methyl salicylate 
may be found, on the other hand, in the later stages 
of rheumatism; in cases where some local pain and 
swelling persist and are refractory to the internal use 
of salicylates about half a drachm of methyl salicylate 
may be applied with a brush and allowed to dry on 
the exposed surface or the remedy may be diluted 
with an equal quantity of olive oil and gently rubbed 
into the skin over the painful joint; excessive friction 
should be avoided and no wrapping should be applied 
to the joint. If there is hyperpyrexia Yeo suggests a 
water bed with an ice cradle. 

Acute rheumatism in young children is often most 
difficult of diagnosis. Joint pains are often of trifling 
severity, and if not completely overlooked, their sig- 
nificance is seldom fully realized by those in charge of 
the child. Visible evidence of synovitis may be absent 
altogether, or may consist of transient swelling and 
redness, perhaps limited to a single joint. At the same 
time there may be in existence a progressive endocardi- 
tis or myocarditis, itself unattended by distinctive symp- 
toms, but destined to prove the starting-point of a life- 
long incapacity. 

Among the vague and inconclusive signs of rheu- 
matic carditis attention may be drawn to fever, slight 
or moderate in degree, and outlasting any joint symp- 
toms which may be present. The child may suffer 
from some distress or discomfort located more or less 
definitely in the epigastric or precordial region; the 
pulse frequency is raised, and there may be displace- 
ment of the apex beat to the left combined with an 
increase in the extent of cardiac dulness; the first 
sound is blurred, roughened, or reduplicated; the pul- 
monary second sound is accentuated, and a systolic 
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murmur may be audible at the pulmonary base and in 
the region of the apex. The difficulty lies in the fact 
that at this stage none of the cardiac signs are dis- 
tinctive of an organic lesion; any or all of them may 
be produced by a loss of cardiac tone with functional 
dilatation, such as may occur in the course of any 
acute infective process, and is certainly not uncommon 
in acute rheumatism. The only criterion of diagnosis 
in these cases is the course of events. 

The underlying principle of treatment is to reduce 
the demands upon the heart. Rest in bed, fluid diet 
during the febrile stage. Dover’s powders in % to 3 
grn. doses, according to age, two or three doses in 24 
hours, are the best. 

Digitalis is seldom required during the stage of active 
inflammatory changes. In the later weeks of the rest 
period small doses may sometimes aid in the estab- 
lishment of compensation, but as a general rule the 
drug should be reserved for use in the higher degrees 
of dilatation with signs of failing compensation. 

The value of local applications lies mainly in the re- 
lief of symptoms. The sense of cardiac distress which 
often accompanies acute myocardial and endocardial 
lesions is met by painting the precordia with a com- 
bination of extract of belladonna with glycerine, or 
by applying a belladonna plaster; or relief may be 
obtained by the use of an ice-bag, or the application 
of leeches. In the nervous manifestations which ac- 
company rheumatism in children, especially chorea, 
Poynton (Brit. Jour. Child. Dis., No. 2, 1912) says that 
chorea is seldom fatal. Death is usually caused by 
carditis. In mild cases he finds salicylate of soda and 
bromides of value, but they are not always effective 
in severe cases. He insists on mental and physical rest 
and likes warm packs. In severe choreic cases he uses 
chloral and bromide and occasionally trional. 

In discussing acute rheumatism in childhood in the 
same journal Barclay Ness says it is clinically very 
different from the same affection in adults. It is very 
exceptional for a young child to be admitted to the 
hospital with high fever, perspiring, and with joints so 
swollen and painful that movement in bed is impos- 
sible without great suffering. More common is it, as 
in the case described, to have the child admitted on 
account of some other manifestation of rheumatism, 
and with a history of a comparatively mild attack of 
arthritis, or with one of indefinite pains in the limbs 
without much apparent affection of the joints. 

The manifestations of rheumatism in children are 
very varied. The more certain of these are endocardi- 
tis, pericarditis, pleurisy, tonsillitis, exudative erythema, 
chorea and subcutaneous nodules. These along with 
arthritis constitute what Cheadle has called the rheu- 
matic series. While more of these affections individ- 
ually may owe their origin to some other cause than 
rheumatism, yet their association in children especially 
with the occurrence of nodules point to this as the un- 
doubted cause. According to Ness during the early 
febrile period of rheumatism no medicinal treatment 
is so good as the exhibition of sodium salicylate and 
sodium bicarbonate. These medicines may be pushed 
at first, but should be continued in moderate doses for 
a considerable time after the temperature has subsided. 
When endocarditis occurs the salicylate treatment, he 
believes, is quite safe and beneficial. With pericarditis 
more care is required. The cardiac distress yields 
sometimes to the local application of the ice-bag. If 
this fails belladonna liniment and warm gamgee may 
be tried. In the absence of signs of cafdiac failure, 
rheumatic pericarditis may be safely treated with 
sodium salicylate and sodium bicarbonate in moderate 
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doses, combined if necessary with tincture of nux 
vomica. The essential part of the treatment of rheu- 
matic chorea is quietness, rest and feeding, but ex- 
cessive movements should be controlled by chloral hy- 
drate and the bromides; later on, or in the mild cases 
from the beginning, the salicylates may be employed. 
Aspirin in moderate doses is often used. During con- 
valescence, tonics are useful. In acute rheumatism of 
childhood, whatever form of medicinal treatment is 
adopted it is essential that plenty of time be devoted 
to the cure of the patient. Six months or more, not 
necessarily altogether in bed, given to the treatment 
of a first attack, may save a young patient from a life- 
long legacy in the form of chronic valvular disease of 
the heart. There may be various complications in con- 
nection with acute articular rheumatism. Nobecourt 
and Darre (Bull. Soc. de Ped., Paris, No. 8, 1911) re- 
port the case of a 7-year-old boy whose mitral and 
aortic valves were affected, who was seized on the fifth 
day of the illness with delirium, hallucinations, hyper- 
esthesia, followed by mental depression amounting 
almost tc. a stupor. He had been treated by salicylate 
of soda, but in small quantities. Lumbar puncture was 
performed six times, and the reaction for salicylic acid 
was distinctly obtained in the fluid on the second and 
third occasions. 

The authors discussed the question whether the case 
was one of cerebral rheumatism or salicylic intoxica- 
tion. They inclined to the former opinion on account 
of the long period during which the child suffered from 
mental disturbance, a long time after the cessation of 
all salicylic medication. 

M. Comby observed that similar mental conditions 
occurred after typhoid and other infectious fevers, in 
subjects of neurotic disposition. 

M. Guinon said that the disturbance provoked in 


children by salicylate of soda resembled that of diabetic 
coma and acetonemia, in the dyspnoea, coma, acid- 
smelling urine and breath. He quoted two cases, how- 
ever, where there had been delirium and hallucinations. 

Lewis Smith of London Hospital (Practitioner, No. 
1, 1912) says acute rheumatism is responsible for a 
large proportion of the cardiac cases which fill our 


hospital wards and clinics. Indirectly, thus, its death- 
roll is a long one, and longer still is the tale of maimed 
hearts it so often leaves in its train. 

Striking factors in the etiology of acute rheumatism 
are its predilection for youth, and its tendency towards 
recurrence. It is rare to find a first attack after the 
age of 30. Moreover, the risk of cardiac involvement 
would appear to follow on the same lines, and may be 
formulated thus:—l. The younger the patient the 
greater liability to heart complication. 2. With each 
succeeding attack comes an increasing risk of heart 
trouble. 

“Can we prevent heart trouble in acute rheumatism? 
Unfortunately, No. 

If it occur, can treatment do anything to curtail or 
prevent serious or permanent trouble? Undoubtedly, 
Yes. 

Heart trouble is not to be regarded as a complica- 
tion in rheumatism. It has been maintained that the 
heart is implicated in every case, usually as a myo- 
carditis. Be this as it may, there can be no doubt that 
in many cases the inflammation of muscle or valve is 
temporary, and the structure recovers without damage. 

Smith recommends enforced rest, and salicylates with 
citrate of potash for endocarditis. 

In rheumatic pericarditis he uses the same treatment 
and often applies leeches for the pain, and opium and 
calomel, of each % grn. every 3 hours until relief. 
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He likes the ice-bag over the precordium. It is well to 
remember that it is rarely, if ever, necessary to aspirate 
a rheumatic effusion. Patience, the ice-bag, salicylates, 
and (if they fail) small doses of iodides almost always 
bring about absorption. A purulent exudate calls for 
surgical incision. 

In the matter of treatment of rheumatic conditions 
Stockman of the University of Glasgow recommends 
the salicylates. 

Salicylic acid is too irritating for internal adminis- 
tration, but it is undoubtedly the most powerful anti- 
rheumatic drug known to us, and the action of all 
salicylate compounds depends on the extent of their con- 
version into it in the body. Of these compounds salicin, 
acetyl-salicylic acid (aspirin), salol, and methyl salicy- 
late are of most clinical importance. Salicin has a 
bitter taste, and is much less nauseous than sodium 
salicylate, and can be conveniently given dissolved in 
hot water in which it is fairly soluble. It only yields 
43 per cent. of its weight of salicylic acid, and hence 
the amount required is at least double that of sodium 
salicylate, 20 or 30 grn. every hour or two hours until 
one ounce has been given and then in smaller doses 
according to the circumstances. Acetyl-salicylic acid 
is very active and has a marked analgesic effect. It 
cannot be prescribed with alkalis which decompose it, 
and hence it is apt to bring on nausea and vomiting if 
given continuously. Methyl salicylate is also very apt 
to irritate the gastric mucous membrane, but in 10 to 
20 minim doses up to 60 or 90 minims per day, given 
in emulsion, or on sugar, or in milk, it acts power- 
fully, and externally applied it is unrivalled for its 
analgesic action in rheumatic conditions. Salol and 
salicylate of quinine are anti-rheumatics only to the 
extent of their salicylate acid content, which is roughly 
about one half in each case; their value in acute con- 
ditions is therefore smail. Sodium benzoate has the 
same specific effect as the salicylate, but exerts a less 
powerful and decided influence. On the other hand it 
is practically non-poisonous and has no disturbing side- 
effects. It can be given in 20-grn. doses every two 
or three hours with satisfactory results in cases of 
uncomplicated rheumatic fever, but its practical use- 
fulness is merely as a substitute for the more power- 
ful salicylate when the latter cannot be tolerated. 

Gossage, of Westminster Hospital, says the nervous 
phenomena of rheumatism are second only in impor- 
tance to those connected with the heart and they have 
the pecularity that they are almost confined to children. 
It is a common event to find that a child during an 
attack of rheumatism becomes emotional, alternating 
between unreasonable laughter and tears; the more 
marked cases show also distinct mental impairment. 
This mental and emotional change is exactly like what 
is invariable in chorea. Naturally with these children, 
just as with those who have chorea, there is a history 
of neurosis in other members of the family. It has 
also been said that nervous children often have 
rheumatic parents and themselves show a special lia- 
bility to rheumatism. The association of chorea and 
rheumatism is well known, but it is not yet decided 
whether chorea is to be regarded as always a rheumatic 
manifestation. If cases of chorea be followed out with 
care about 60 to 70 per cent. will be found either to 
have, to have had, or later to develop symptoms of 
rheumatism. On the other hand, many cases of chorea 
start very definitely from overwork or a fright, and 
it is difficult to imagine this as connected with a 
microbic infection such as rheumatism is now regarded 
to be. Nevertheless, every case of chorea should be 
regarded as a potential case of rheumatism, and pre- 
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ventive treatment should be carried out to ward off a 
rheumatic attack just as if the child had had a bout of 
undoubted rheumatism. Other nervous phenomena, 
such as talking in sleep, somnambulism and night- 
terrors are said to be commoner in rheumatic children, 
and these children are also liable to headache, epigastric 
pain, and lienteric diarrhea. 

The practitioner should always bear in mind the im- 
portance and the frequency of rheumatism. This is 
borne out by the experience of F. Langmead, who rec- 
ords the results of a systematic examination of 2,556 
children attending the London County Council Ele- 
mentary Schools (Lancet, 1911, II, p. 1133). Each 
child was stripped to the waist and the heart was ex- 
amined by the ordinary clinical methods. Where any 
suspicion of previous rheumatic infection arose, the 
parent was questioned as to previous ill-health, and 
previous or existing rheumatism in other members of 
the family. Children were only considered rheumatic 
if they showed definite evidence of rheumatism or its 
effects, or if the condition found suggested rheumatism, 
and further inquiry from the parent afforded strong 
enough collateral evidence to remove all reasonable 
doubt. Approximately equal numbers of boys and 
girls were examined. Fifty-nine boys and 74 girls 
could be classed as definitely rheumatic, giving a per- 
centage incidence of 5.20 for children of all ages at- 
tending school, or 6.83 for children in the senior de- 
partments, i. e. from six and a half to fourteen years 
of age. The proportion of rheumatic children grad- 
ually increased as they grew older, being 60 per cent. 
at four years of age, and 8.94 per cent. at thirteen. In 
most cases the condition of the heart was that which 
first attracted attention. Out of 133 children classed 
as rheumatic, 115 showed some sign of cardiac dis- 
order. Rheumatic heart affection occurred in 4.49 per 
cent. of the children of all ages attending school, or in 
5.94 per cent. of those in the senior departments. 
Obvious valvular disease was found in 2.93 per cent. of 
children at all ages, or 3.92 per cent. of those in the 
senior departments. Chorea occurred in 18 cases only, 
or 70 per cent., of whom twice as many were girls as 
boys. The incidence of other rheumatic affections 
was—polysynovitis 1.64 per cent., growing pains 1.37 
per cent., and tonsillitis 1.25 per cent. It is pointed out, 
however, that the percentage of fleeting and conse- 
quently easily forgotten forms of rheumatism is prob- 
ably far below the average, whilst no data of value 
could be obtained of such rheumatic manifestations as 
anemia, which when occurring alone could not be 
classed as rheumatic. The frequency of tonsils and 
adenoids in rheumatic children is interesting. An over- 
growth of the tonsils or pharyngeal mucosa occurred 
in 58 cases, or in 43.6 per cent. of the rheumatic chil- 
dren, and this was sufficient to warrant operative inter- 
ference, in 37, or 27.8 per cent., of the rheumatic cases. 
The usual percentage of school-children requiring 
operation for tonsils and adenoids is 7 or 8. 


Collapse in epidemic diarrhoea is due to low blood-pressure 
and accumulated toxins. The results obtained from injecting 
fluid are increased blood-pressure and the passage of those 
toxins. The price of isotonic plasma prohibits its use among 
the poorer classes, while in saline solution we have a highly 
satisfactory substitute. Subcutaneous injections of saline solu- 
tion should be resorted to on the earliest indications of collapse, 
and in the case of very young infants at the first visit, whether 
collapsed or not. 


Experiments show that the female genital organs are 
markedly susceptible to secondary tuberculosis. 
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Public Health 


THE PUBLIC AND THE PHYSICIAN. 


In the 1912 presidential address before the lowa State 
Medical Society, Dr. L. W. Littig said: 

“I said that the public pretty thoroughly distrists the 
physician, and not without some reason. The loud and 
continuous hammering the profession is receiving be- 
cause of its commercial tendencies, and because of 
the large percentage of entirely incompetent men 
within its ranks in a measure explain this distrust. Only 
a few days ago one of the foremost scientists in the 
country said to me, ‘What benefit can come from a 
consultation? Doctors always support each other; the 
patient is no wiser. Consultations are merely a matter 
of form.’ This statement was made by an educated, 
observing man. Does it indicate that he has great con- 
fidence in the integrity of the profession? Is there any 
basis for his suspicions? 

“T often think that the number of quacks in a com- 
munity is a measure of the manner in which the pro- 
fession has met its obligations. I recently asked a well- 
known practitioner whether he gave his patients sensible 
advice; whether he instructed them in medical matters. 
‘Sensible advice, instruction? No. They want treat- 
ment, and I treat them.’ This sentiment put into prac- 
tice is sure to work to the advantage of quacks and 
quackery. An_ intelligent community, intelligent in 
medical matters, is not a good field for quacks. Every 
physician should become the teacher of his patients. The 
public must be educated, and doctors must be the teach- 
ers, at the bedside, in the consulting room, always tell- 
ing the truth about medical matters. If every doctor 
would do something in this line—if only a little—the 
sum total would be a stunning blow for dishonest and 
illegal practitioners. 

“Says Benjamin Moore in ‘The Dawn of the Health 
Age’ along these same lines: ‘The medical profession 
sadly requires to have some dignity put back into it by 
being made a truly teaching profession. Medicines must 
be given sometimes, but at the same time if doctors 
could see their way to give one-tenth the present amount 
of drugging and ten times the present amount of teach- 
ing it would be better for both the world at large and 
the self-respect of the medical profession.’ Less drug- 
ging and more teaching is a slogan by which to conjure.” 





Health Maxims for School Children. 

School teachers should teach their pupils: 

1. That as a rule diseases are preventable. We 
usually bring illness and disease upon ourselves by irra- 
tiona! living. ; 

2. That as a rule diseases are curable if detected in 
time. 

3. That as a rule if a person becomes ill he or she is to 
blame, either through ignorance, carelessness or acci- 
dent. 

4. That dirt should be avoided because germs are 
harbored in it. ‘ 

5. That flies, like many forms of living things, are 
scavengers, but any good they may do is far over- 
balanced by the disease they spread. They fly from 
the manure heap, the privy, the festering sore, the clot 
of sputum, etc., and alight on the butter, molasses, sugar, 
cream and milk and plunge into tea or coffee cup, the 
pudding sauce or bread and butter, with their padded 
feet loaded with bacilli. 

6. That mosquitoes form the intermediary host for 
the propagation of the germs of malaria, and in the 
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tropics and hot countries another variety of mosquito 
is the sole cause of dreaded yellow fever, it being the 
intermediary host of the germ of that malady. That 
they can only reproduce by hatching in swamps, lagoons, 
water barrels, old tin cans or holes filled with rain 
water. That they can be controiled by removing the 
water or by covering it with oil which prevents the 
larvae from breathing. That the mosquito net properly 
used can protect a person from malignant types of these 
insects. 

7. That rats, in addition to all their objectionable 
qualities, are the most active agents in disseminating the 
fatal bubonic plague and other diseases. 


The Protection of Our Daughters. 

The Oklahoma Criminal Court of Appeals recently 
handed down a decision to the efiect that homicide is 
justifiable when committed in the lawful defense of 
a wife, parent, child, mistress or servant, where 
there is reasonable ground to apprehend a design to 
commit a felony or to do some great personal injury.” 
This decision was occasioned by the conviction of a man 
for killing the betrayer of his daughter. The girl had 
been characterized as immoral. Justice Furman in read- 
ing the opinion said: “It is a false and vicious standard 
of morals which opens every door and bids welcome to 
the prodigal son, but closes every door except that of 
the grave to the prodigal daughter. We believe that if 
any difference it should be in favor of womanhood.” 

In commenting on this case the Bulletin of the Okla- 
homa Board of Health says: 

“Fortunately for the fathers of the State of Okla- 
homa, this high court has said to them that the laws of 
humanity are higher and greater than the laws of so- 
ciety. Society recognizes only such unions as are legal- 
ized by a license and a regularly performed marriage 
ceremony. Yet under this cloak there are daily per- 
formed crimes every bit as heinous, and far more blight- 
ing, than that for which this man arose in his might as 
a father and took the life of his daughter’s seducer. 

“Statistics through the United States will show that 
from 60 to 80 per cent. of all abdominal operations per- 
formed for the purpose of relieving pelvic diseases in 
married women are the result of a contagious disease 
from which the husband was suffering at the time of 
marriage. Statistics from our Home for Feeble Minded 
will prove that 75 per cent. of the inmates in this in- 
stitution are part of the ‘crop of wild oats sowed’ by 
their father while a single man. Forty per cent. of the 
children in the State School for the Blind are denied 
the light to see the beauties of this world because their 
fathers sowed wild oats. They must suffer and pay the 
penalty for his few years of reckless life. There are 
at least 200 inmates in the State Hospitals for Insane 
whose brain are as blank as a stone wall. They cre 
doomed to live in a madhouse for the balance of their 
natural life, the result of alcohol, vice and immorality 
upon the part of their fathers and the neglect of their 
maternal grandfather. 

“In the State Deaf and Dumb School 40 per cent. of 
the inmates can safely attribute their present physical 
defects to paternal indifference. 

“There are so many prudes in society and so many 
newspapers who are afraid to mention a subject of this 
kind; so many ministers of the gospel who will preach 
of all the sins on the calendar with the exception of the 
social evil, and so many doctors who, for fear of losing 
business, will not advise a patron that should his 
daugmer marry the young man of her choice he will be 
permitting her to dedicate herself to a life of mental and 
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physical suffering with the prospect of becoming a life- 
long invalid. We will find not more than one father in 
fifty thousand who is on guard and watchful of his 
daughter’s interest. 

“He accepts the certificate of society and not a health 
certificate. 

“Were he to demand a health certificate, there are 
ninety-nine chances out of a hundred that he would 
save his daughter from a life of misery, blasted hopes, 
the surgeon’s knife and childless womanhood. 

“Science teaches that the husband’s ‘wild oats’ are 
responsible for so many families with only one child. 
God Almighty has seen to it that every woman at the 
time of her birth is born with a maternal instinct and 
a desire for children. Can you picture to yourself a 
young woman of good physique, a good complexion, 
sprightly step, bounding vitality, a life of good health, 
the result of hygienic living, forced into the hospital 
and upon the operating table within a year, or possibly 
three years, after marriage for an operation necessary 
to save her life, and if she recovers she will be doomed 
to a childless life for the balance of her days? 

“Have you not seen her as she afterward stood and 
watched her neighbor’s children playing with a light of 
yearning in her eyes, so envious of the woman who is 
the mother of those children? 

“Can you blame her if she says that life has cheated 
her? 

“Can you blame her when she expresses deep sorrow 
as she looks into the sightless eyes of the blind child 
that is an imbecile and surrounds it with the tender pro- 
tection that only a mother can give?” 





An Expenseless Tuberculosis Sanatorium. 

The Arequipa Sanatorium approaches one’s idea of 
the sanitarial millenium. Located in Fairfax, Cal., one 
hour’s ride from San Francisco, it is a place where 
through the labors of patients they are enabled to pay 
their way and thus be no financial burden to themselves 
or friends. 

Dr. Philip King Brown established the sanatorium 
and Dr. Richard C. Cabot of Boston has made it known 
through the medium of the Survey. 

The patients fashion beautiful pottery and thus “earn 
their passage.” Despondency pulls down some patients 
as seriously as the disease itself. Restlessness drives 
other into every sort of vice and folly which sanatoria 
endeavor in many ways to conceal and control. To con- 
quer these evils through work, and still more through 
the encouragement given jyatients by the money which 
they earn, is Dr. Brown’s great achievement. 

How is if done? 

In the first place, through the energy and ingenuity 
of his superintendent, he gets his milk, cream, eggs and 
butter direct from the farmer and without the inter- 
vention of any middleman. The village middleman 
tried hard to conceal the source of his supplies, but the 
superintendent scoured the country on horseback till she 
found it. This saving and the warmth of the climate 
are probably the chief elements which keep the total 
cost of care at Arequipa at $7 a week, laundry included. 

Next Dr. Brown succeeded through the commercial 
value of the pottery made by the patients. There are 
no invested funds and no income for the institution ex- 
cept the sale of pottery and the money paid in by 
friends of patients who are not well enough to work. 
Yet now at the end of its first year (October, 1912) 
there was no deficit and no debt. 

There are no dangers to the girls’ health in this work 
under the careful medical supervision which they re- 
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ceive. <A trained nurse, herself a patient, works in the 
shop and watches the effects of the work upon the girls. 
Each begins with an hour’s work daily. Her temper- 
ature is taken before and after her work and if any 
fever follows work she is taken away from the shop 
and not allowed to go back till she can do so without 
producing any fever or other sign of overfatigue. The 
girls are paid by the piece, but few work more than 
four hours a day, and none of them work on Saturdays 
or Sundays. In these few hours weekly, most of the 
girls can earn enough (after the first few weeks) to 
pay all their expenses at the sanitorium. 

The dangers of clay dust and lead poisoning are 
avoided by cleanliness and an abundance of fresh air. 
The main work room is open on two sides and another 
work room on four sides. The climate makes it possible 
to do this work out of doors almost any day in the 
year. Moderate temperature, plenty of sunshine, no 
dampness or fog makes Arequipa an ideal place for such 
work. Perched among live oaks on a hillside overlook- 
ing a beautiful valley, its lovely situation has no doubt 
an influence in keeping the patients happy and content. 

Thirty-five acres of land for the sanatorium were 
given to Dr. Brown. 

Dr. Brown accepts as a rule only incipient cases. He 
has room at present for only twenty-three patients at 
atime. The buildings are of the best modern type, the 
table excellent and the patients most cheerful. The pot- 
tery Dr. Cabot saw them making was so beautiful that 
he could hardly believe that these unskilled girls could 
produce it. 

The sanatorium has flourished so well that “cured” 
patients do not want to leave it and go back to stenog- 
raphy, telephone operating or housework. 

On this account Dr. Brown is considering the erection 
of a large pottery, distinct from the sanatorium work- 
shop but under the same management. Here the ap- 
parently cured tuberculous patients, the deaf, the par- 
tially crippled and other handicapped persons will sup- 
ply the labor and reap the benefits. Dr. Brown has no 
desire to employ healthy persons or to compete in the 
industrial world ; he wants to continue the experiment of 
trying to make handicapped people self supporting. 


Insanity and idiocy are increasing. Diseases of vice, the 
most insidious enemy of this and future generations, are 
spreading rapidly. So far as we have lacked the moral cour- 
age to openly recognize and fight this scourge. 





The death rate from the degenerative diseases of the heart, 
blood vessels and kidneys, including apoplexy, has increased 
over 100 per cent. since 1880. These diseases claim over 
350,000 lives annually. 


The annual loss from pneumonia aggregates 135,000 lives, a 
large portion of which is due to weakened bodily resistance 
resulting from such degenerative affections as Bright’s dis- 
ease, typhoid, etc. 





Of the 20,000,000 school children in this country not less than 
75 per cent. need attention for physical defects which are 
prejudicial to health. 

In the United States the death rate above age 40 has in- 
creased steadily for years (about 27 per cent. since 1880), 
while it has remained virtually stationary in England and 
Wales. 





Suicides are increasing and now reach the enormous total 
of about 15,000 annually. 
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DR. MAURICE J. LEWI IN A NEW ROLE. 

The regretted resignation of Dr. Maurice J. Lewi 
as Secretary of the New York State Board of Medical 
Registration, after twenty-one years of arduous and 
honorable service, removes from New York’s official 
medical circles one of the best known and ablest edu- 


cators in the country. For more than a decade Dr. 
Lewi has been striving to elevate the standard of 
medical education and the unusually high requirements 
of the State of New York are due in very large measure 
to his industry and foresight. 

He has a national reputation as a believer in and a 
worker for advanced educational requirements, and it 
can be said without flattery that Dr. Lewi has done 
more than any other man in the country to erect the 
structure of the prospective physicians’ required 
medical knowledge upon the substantial foundation of 
a thorough elementary and professional preparation. 
Dr. Lewi’s continuous service since the creation of 
state medical licensing board in the State in the ca- 
pacity of acting executive of those bodies, has at all 
times received the hearty support and the enthusiastic 
acclaim of the profession. It will therefore seem 
strange in the future to contemplate State medical mat- 
ters without, as usual presupposing Dr. Lewi in a com- 
manding role. 

The Board of Regents has accepted Dr. Lewi’s resig- 
nation with sincere and outspoken regret and has 
chosen Dr. Otto Von Huffman of the College of 
Physicians and Surgeons of Columbia University as 
his successor. We welcome the new secretary to this 
most important field and wish him merited success, 
with the hope that he may obtain as firm a hold upon 
the confidence of the medical profession and the public 
as did his distinguished predecessor. 

Dr. Lewi is not lost to the service of education, how- 
ever, for he resigns to accept the presidency of the 
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School of Chiropody of New York, an institution 
licensed by the Board of Regents, for the purpose of 
granting a scientific education to specialists in dis- 
eases of the feet. Reflection will make manifest the 
great necessity of the proper education of chiropodists, 
as they treat one of the most important parts of the 
anatomy. Only a carefully prepared course of in- 
struction, both theoretical and practical, can properly 
train a man or woman for this field of endeavor, and 
we believe the time is not far distant when the pedist 
will be a specialist in medicine, with a medical degree, 
and we will welcome the day when this hitherto neg- 
lected field is thoroughly recognized by medical col- 
leges and teachers. 

In assuming his new duties Dr. Lewi has the assur- 
ances of the deans of the medical schools in the State 
that they are in thorough and active sympathy with 
the work he is about to inaugurate. 


MEDICAL ECONOMICS. 

Within the last few years a new phenomenon has been 
presented by the medical profession. We have until 
lately been so absorbed in scientific pursuits and in the 
prosecution of our chosen work that we have not studied 
our own concerns, economically speaking. But now so 
acute a situation confronts us, demanding our consider- 
ation-however much we may dislike the summons, that 
we are constrained to drop our absorption for the nonce 
and think about ourselves. Some of us have been 
thinking hard for some time past, and a few of the 
thoughtful have expressed their views of the situation, 
but it would seem that our present economic status has 
not yet been adequately analyzed. We do not under- 
stand it ourselves. Men are even encountered who 
do not seem to realize that we are confronted by a seri- 
ous situation at all. They are like the unobservant lay- 
man, apparently intelligent and not “shut-ins,” who deny 
unrest in the world of labor, and are almost unaware 
of the existence or meaning of syndicalism. 

It would be impossible within the limits of an edi- 
torial article to set forth in anything like a detailed 
manner what we consider the factors entering into the 
present medical unrest. And indeed this would be su- 
pererogatory, for they are reasonably well known to all. 
Our confusion is chiefly in respect to remedies. We 
cannot see very clearly ahead. The evils are not so 
complex as they are enormous. Their magnitude, like 
that of the evils of the bloated infant industries, is be- 
yond estimate. Our economic status is puzzling in that 
while we know how we arrived where we are, we are 
at a loss when it comes to defining out economic des- 
tiny. We cannot go on living and acting as though we 
were above economic considerations and were unaffected 
by the operation of the law of supply and demand. We 
lower our eyes before the spectre of Socialism, for we 
know full well that the sanitary police force that we 
would become under such a form of government would 
not be a medical profession. We know that we would 
be policemen first and doctors afterward. The English 
profession has embraced the proposals of Lloyd-George 
and we cannot say what may be in store for us social- 
istically a few years hence. Little did the ultraconser- 
vative English profession dream five years ago of its 
rapidly approaching fate. What is to be our own des- 
tiny? The factors that have been so laboriously forged 
by ourselves are bearing us down and cannot be de- 
stroyed any more than the great industrial combinations 
of the country, even if we had the will to do it—the ca- 
pacity for reform within the ranks. In our confusion we 
stand waiting like a company of Micawbers for some- 
thing to turn up, perchance a Lloyd-George. 












THE SCHOOL OF CHIROPODY. 


An entirely new factor in the professional edu- 
cational world is made known by the resignation of 
Dr. Maurice J. Lewi, Secretary of the New York State 
Board of Medical Registration, to accept the presidency 
of the School of Chiropody of New York. That so 
well known a medical educator should resign a highly 
responsible and honorable position he has held with so 
great credit for twenty-one years to guide the 
destinies of a school for the education of scientific 
chiropodists, at once stamps the enterprise as a serious 
undertaking to raise the standard of pedists. Raising 
standards has been a Lewian hobby for so long that it 
is not surprising to see him heading this organization. 

Dr. Lewi intends to devote his ability and energy 
toward the upbuilding of a teaching institution which 
will be so well equipped with teachers and parapher- 
nalia that it will graduate men and women who will 
be skillful, educated and scientific chiropodists. The 
lawmakers of New York State having officially de- 
termined that future chiropodists must meet tests pre- 
pared for them by the State Board of Medical Examin- 
ers and that would be chiropodic practitioners must 
have had an academic education and must also have 
been graduated from a school of chiropody, registered 
by the Regents as maintaining a proper standard, it is 
necessary that some one having the confidence of the 
profession and laity, should become the practical head 
of this reform in behalf of the public, and we know 
of no one better fitted than Dr. Lewi to make the 
attempt. 

The purpose of the law is clear—it would safeguard 
the public from the ignorant, the illiterate and the un- 
scientific in a branch of medical practice which the 
doctor of medicine has always assumed was beneath 
his dignity and which accordingly has been the charge 
of anybody and everybody. If Dr. Lewi can so con- 
duct the affairs of his school that he can educate 
chiropodists who will, because of their advanced at- 
tainments, satisfy the public of their superior 
capabilities, it will not be long before graduated doctors 
of medicine will attend the School of Chiropody of 
New York to acquire a technical knowledge of the 
specialty with a view to practicing it as such. Phy- 
sicians thus trained would be preferred by the public 
and their neighboring medical colleagues would refer 
cases to them as they do to any other specialist. 

The School of Chiropody is located at 51 E. 125th 
street in large, airy quarters, although almost at its 
inception, there is scarcely sufficient room to care 
for the rapidly increasing number of students. There 
is a well equipped laboratory for the study of inorganic 
chemistry, and for microscopy, histology, pathology and 
bacteriology, a large room for clinics, and the necessary 
class rooms. The faculty consists of eight professors, 
all well known licensed practitioners of medicine, one 
chemist and fifteen licensed chiropodists. The course 
as at present constituted is two terms of four months 
each. Lectures, laboratory work and recitations are 
given during the day and clinics are held each evening. 

The curriculum includes anatomy with histology, 
microscopy, inorganic chemistry, physiology, materia 
medica, therapeutics, bacteriology, pathology, hygiene 
and sanitation, principles of surgery, principles of foot 
gear, foot mechanics and clinical chiropody. Students 
who spend the two terms at the school and success- 
fully pass all the examinations have conferred upon 
them the degree of master of chiropody and when 
they pass the examinations laid down by the State 
Board of Medical Registration they are granted licenses 
to practice chiropody in the State. 
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As usual in such matters, New York is the leader in 
insisting on the education of its pedists. 

The members of the faculty of the School of 
Chiropody are serving without pay, content in the be- 
lief that by elevating the standard in this important 
branch, they are conferring a favor upon humanity. 

Dr. Lewi will have the best wishes of all thinking 
members of the medical profession in the work he has 
undertaken and we earnestly hope his altruism will be 
rewarded with success. 


THE SOCIOLOGICAL TREND. 

Modern society is committed absolutely to policies 
which frankly aim at the conservation of the unfit. The 
only rift in the lute, the only discord in the sublime, 
anti-Nietzschean harmony, is sterilization of a few 
selected types of gross unfitness. Aside from this we 
are busily engaged in intensive hothouse nurturing of 
this class of humanity. We set nature’s ruthless law 
at defiance with the utmost temerity while we talk 
glibly of eugenics. Paradoxes and inconsistencies con- 
fuse the groper after truth and light, and the taxation 
costs appal him who studies the problem from the sta- 
tistical point of view. In the last analysis the middle- 
class citizen pays the freight. The building up of 
dropsical fortunes through the exploitation of the 
masses cripples, emasculates and blasts the health, the 
lives and the souls of the exploited, whereupon the 
promptings of conscience and fear and hypocrisy lead 
to the “perpetration” of familiar philanthropies and a 
further increase of the financial burdens of that patient 
“goat,” the middle-class citizen aforesaid, whom the 
conservative forces of society carefully educates in the 
homely. virtues, so-called. This docile, unthinking 
beast of burden bears unflinchingly all the impositions 
heaped upon him in the name of ethics and charity and 
is seemingly content. 

We recently read in the daily press an account of a 
fire in one of the great institutions of the State wherein 
is housed a regiment of feeble-minded wards, and of 
the mighty efforts to save it—more mighty than any 
that would be bestowed upon the less fortunate fit. The 
episode symbolized society’s general attitude toward 
this class. An Ibsen would find in it splendid dramatic 
material for a telling exposition of society’s ill-balanced 
perspective, for he would oppose to it a picture of our 
indifference to the claims of normal children, of ex- 
ceptionally endowed types, and of the geniuses whom 
we refuse to foster, respect or regard as social assets. 
We lavish our all upon the unfit while poets like 
Davidson languish and starve in the gutters of London, 
while thousands of children are on part time in the 
public schools, while economic slaves of tender years 
toil at night in the canning factories of the State, while 
inspired dramatists like the author of “The Playboy of 
the Western World” are hounded to their deaths. Our 
ethics are uneven, frazzled, disreputable. 

While we must concede that a departure from estab- 
lished policies is inexpedient as regards the unfit, 
nevertheless we plead for a better balanced and rounded 
attitude toward those whose claims are greater and 
toward life as a whole. 


THE TONSIL. 

Out of the controversial haze enveloping tonsillotomy 
and tonsillectomy certain rules of rational practice seem 
to be crystallizing. For children the former is the 
operation to be chosen, for the latter is a formidable 
undertaking in the young, despite the easy attitude of 
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its advocates. It is safe to say that practically no tonsil 
can be completely enucleated, so that in a certain sense 
every so-called enucleation is a tonsillotomy. The 
tonsil ought not to be surgically attacked before the age 
of four, if such attack can be avoided, for up to that 
time its protective function is of vital importance. The 
tendency of the tonsil to reappear after removal is in 
itself proof of its indispensableness, or at any rate of 
its usefulness. The necessary removal of relatively 
normal tonsils affects vocal resonance in various ways. 
Tonsillectomy should not be done in the case of per- 
sons who depend chiefly upon their voices for their 
economic existence. Contractions and adhesions work 
havoc oftentimes with the vocal mechanism. While 
tonsillectomy is theoretically an ideal surgical pro- 
cedure, practically the objections to it are very grave, 
save in certain instances that have been pretty well 
defined. And when it is performed the patient should 
be where facilities and skill are of the best, for it is 
a capital operation, with accidents, complications and 
possible death to be taken into account. It is true that 
somewhat the same remarks may be made in respect to 
tonsillotomy, but while the circumstances which hedge 
in these two operations are the same in kind, they are 
wide apart in degree. 

There is undoubtedly a tendency at the present time 
to go too far in the surgery of the tonsil, the operators 
justifying themselves by ingenious but  sophistical 
arguments. The pathological relationship of the tonsil 
to certain diseases has been over-emphasized. We are 
in much the same position to-day in respect to the 
tonsil that we once were as regards the ovary. A strong 
indictment could be drawn against over-zealous opera- 
tors, skilled and unskilled, for such an indictment would 
not lie solely against the reckless, the incompetent, and 


the unskilful, but as well against the experienced and 


the responsible. Mercenary considerations do not enter 
into the matter at all, in our judgment. The trouble 
is that we are obsessed by doctrines that in a few years 
we will repudiate. This is no new failing of the medi- 
cal profession, but only history repeating itself. 


Medical Editorial Table 


WHY IS DIRECT TRANSFUSION OF BLOOD 
OFTEN A FAILURE? 


Direct transfusion of blood ought to give splendid re- 
sults. Many failures are due to faulty technique and 
some to incorrect clinical indications. Surgeons have 
always usel a blood-vessel of the donor in which the 
pressure was high, or have raised such pressure by 
artificial means, under the impression that the vis a 
fronte in the veins of the recipient would be overcome 
by the vis a tergo of the stream of blood coming from 
the donor under high pressure. This seems logical 
enough, considering the marked difference in pressure 
conditions. But as a matter of fact the blood does not 
flow freely, thrombi are apt to form, and the process 
generally has to be kept up for from one-half to one 
hour. In such a length of time the death of the donor 
would occur did the blood flow freely. The pulsation of 
the vein, continued from the artery, does not afford a 
reliable indication as to the freedom of flow. Soresi, of 
New York, accounts for the failure of the blood to flow 
rapidly and freely in every case on the ground that the 
technique alluded to is wrong. The blood of the donor 
should flow without any obstacle directly into the heart 
of the recipient. This is accomplished by using the ex- 
ternal jugular vein of the recipient. Then the trans- 
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fused blood is under the influence of the recipient’s 
heart and not under the influence of the heart of the 
donor. The pressure of the blood in the veins of the 
recipient’s neck is negative. By using a vein of the 
neck of the recipient the blood coming from the donor 
falls directly into the heart of the former, aided by the 
suction of the heart during systole, and by the changes 
in pressure in the chest during inspiration and expira- 
tion. There is little possibility of a thrombus and trans- 
fusion is safe, sure and easy. In transfusion as ordi- 
narily performed the veins of the limb selected have 
numerous ramifications, so that the further the blood 
flows the more resistance it meets. With increased re- 
sistance there is diminution of pressure, because the 
width of the bed in which the blood is flowing when 
contained in the artery is enormously increased in the 
venous system of the recipient. Soresi finds that the 
best technique will be that which uses a vein for 
both donor and recipient. Any good sized vein of a 
limb can be used for the donor. The passage of the 
blood from donor to recipient may be so rapid as to be 
dangerous for both. Slight pressure on the blood- 
vessel of the donor will obviate such danger, however. 
The amount of blood transfused is influenced by the 
conditions of both donor and recipient. Syncope is to 
be looked out for in the donor and acute cardiac dilata- 
tion in the recipient. Soresi concludes that transfusion 
should be resorted to only when the patient is im ex- 
tremis ; that in hemorrhages there must be a distinction 
between hemorrhages which can be completely checked 
and hemorrhagic diseases; in the former saline solution 
should be administered immediately as first resort and 
during or before transfusion; in the latter, transfusion 
should be resorted to before other liquids are introduced 
into the system, because the blood is used as a hemo- 
static and should not be diluted; in the greatest number 
of hemorrhages saline solution is sufficient to save the 
patient and transfusion should be resorted to only when 
the surgeon thinks that the hemopoietic organs of the 
patient would be unable to supply, in a reasonable time, 
the morphological elements indispensable to life. In 
diseases in which the blood is loaded with poisonous 
products, transfusion is very useful, provided that the 
central nervous system is not too seriously injured and 
blood is let out during or before transfusion is resorted 
to. Transfusion is a great help to patients who are con- 
sidered bad surgical risks, and it must be performed 
during the operation. By Soresi’s method the radial 
artery is saved and it is easier to find a donor. In carry- 
ing it out the distal part of the donor’s vein is anasto- 
mosed with the proximal part of the external jugular 
of the recipient—New York Medical Journal, No- 
vember 9, 1912. 


The Use of Salvarsan in Tuberculosis and Anemia. 

The good results produced in severe cases of syphilis 
by means of salvarsan may possibly be due to effects of 
the drug on the body apart from its parasitotropic in- 
fluence. It has been shown that injections of salvarsan 
cause a considerable increase of agglutinins with refer- 
ence to the tubercle bacillus. The Bernay brothers, of 
Lyons, France, note that as regards the intravenous in- 
jection of salvarsan in cases of tuberculosis, gain in 
weight, strength and appetite and an increase in the 
number of red blood cells follow as a direct result. 
Pulmonary lesions show a striking improvement, most 
marked in the case of tracheobronchial glandular en- 
largements. The presence of hemoptysis is a contrain- 
dication. In addition to the salvarsan, thermotherapy, 
inhalations of ozone, and daily hypodermic injections 
of methylarsinate or of cacodylate of sodium are re- 
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sorted to. The salvarsan is administered every six to 
eight days, in doses of from 0.10 to 0.50 Gm. Lately 
they have substituted neosalvarsan. The results in 
anemia were equally striking—Med. Record, October 
26, 1912. 


Precautionary X-Ray Examinations. 

Early recognition of pulmonary tuberculosis is vital, 
for it is well known that if this disease is recognized 
early most people recover. The precautionary use of the 
x-ray adds the use of the sense of sight to the senses 
of touch and hearing. By means of photographs, taken 
with an exposure of about one second, we can see some 
details that are obtainable in no other way. Such ex- 
amination is especially desirable in the cases of members 
of tuberculous families. With the very early warning 
derived from such examination, diseased individuals 
would have an excellent chance of recovery before the 
disease had progressed so far as to make them a serious 
burden to their family, friends or the community. In 
cases where the individual is not diseased, but obsessed 
by fear, these examinations will assist the physician to 
reassure him. With the fluorescent screen the prac- 
titioner can study certain organs in motion. He can 
observe the shadow of the pulsating heart and determine 
its size, shape and position. The shadow of the dia- 
phragm as it moves up and down may also be observed. 
Anything which will save lives, especially of young 
adults, or shorten illness yields a return, even on a 
money basis, of many times its cost. The Boston City 
Hospital has arranged to place the excellent equipment 
of its *-ray Department and the experience of its staff 
at the disposal of the community. This is an example 
which might well be followed by other institutions.— 
Boston Medical and Surgical Journal, October 17, 1912. 


Socializing the British Medical Profession. 

The Insurance Act of Lloyd-George practically elimi- 
nates the necessity for medical charity and so stops the 
enormous drain on physicians which has resulted there- 
from. About 25 per cent. of the professional work 
done by physicians is entirely gratuitous and the aboli- 
tion of this enormous non-productive class of work will 
be beneficial. The British scheme will also do away 
with any possible mercenary motive which might be al- 
leged against the individual physician or the medical 
profession as a whole, as a reason for any apathy or in- 
difference toward the development of preventive medi- 
cine. Moreover, those persons who, under the present 
private practice system, are the least able to consult phy- 
sicians frequently, and who are yet most exposed to and 
susceptible to preventable diseases, can secure the ad- 
vice and services of medical men before rather than 
after disease has developed. It is probable that some 
form of systematic medical inspection will develop out 
of the state system of medicine thus created. Certainly 
it is the duty of society to furnish medical treatment for 
those who are unable to secure it for themselves, and it 


is well to recognize the physician as a health officer of © 


the State. Once the question of adequate compensation 
is settled the results of the system ought to be beneficent. 
Then if the State assumes the responsibility of provid- 
ing medical services for any large proportion of its 
citizens, it must necessarily pay strict attention to the 
quality of service which it provides. This will favor- 
ably affect medical education and will also render neces- 
sary the adoption of some system of periodical examina- 
tion which will prevent those already qualified from be- 
coming inefficient through laziness or indifference. Most 
preventable diseases to-day are due to sins of the com- 
munity rather than to sins of the individual. The 
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State in the future must protect the citizen against dis- 
ease just as it now protects him from foreign invasion. 
In fact, the majority of our most dreaded diseases are 
foreign invaders, as far as civilized nations are con- 
cerned.—Jour. A. M. A., November 23, 1912. 


Late Poisoning in Chloroform Anesthesia. 

Chloroform is a dangerous anesthetic not only be- 
cause of immediate dangers but because of tardy in- 
toxication. The symptom complex of the latter is now 
generally recognized. Formerly the symptoms were at- 
tributed to the operation or to the condition that deter- 
mined operation. They may appear from twelve hours 
to six days after the operative procedure. Doubtless 
there is now an increased use of ether, despite the draw- 
backs of that anesthetic. Prophylactic measures whereby 
we may be enabled to obviate the toxic effects of chloro- 
form are being sought. The time of anesthesia must 
be cut down as much as possible and the amount of 
drug employed be minimized. Early elimination of the 
chloroform must be encouraged, for it is the protracted 
contact of the drug with the tissues, particularly the 
hepatic tissues, that produces the lesions. There must 
be free ventilation and the patient must not be permitted 
to “sleep off” the anesthetic, as is the custom. Deep 
breathing will favor the elimination of the drug. 
These remarks apply also to ether, which has been 
known to cause tardy intoxication—New York Medical 
Journal, November 2, 1912. 


CLINICS IN NEW YORK. 

Herewith will be found the dates of operative clinics. 
We hope to obtain a sufficient list so that physicians 
visiting .New York for post-graduate work will find 
this a valued and authoritative means of assistance. 


Roosevelt Hospital, 9th Ave. and 59th St. 
SYMS AMPHITHEATRE, 


Dr. Charles N. Dowd will operate Tuesdays and 
Thursdays at 9:30 A. M., until Oct. 1. 

Dr. George E. Brewer will hold general operative 
clinics Tuesdays and Thursday (Oct. 1 to June 1), at 
2:15 P. M. and Saturdays at 3:15 P. M. 

Dr. Charles H. Peck will operate Tuesdays and 
Saturdays, at 9:00 A. M. (October to June) and 
Thursdays at 11:00 A. M. from Oct. 1 to Feb. 1, and 
at 9:00 A. M. from Feb. 1 to June 1. 

Dr. William Darrach will operate Fridays at 2:15 
P. M. (June to October.) 

MCLANE OPERATING ROOM. 

Dr. Howard C. Taylor will operate Saturdays at 2.15 
P. M. (October to June.) 

Dr. William P. Healy will operate Fridays at 2.15 
P. M. (June to October.) 


Clinics in the Department of Public Charities for 
January. 


MONDAYS, 


City Hospital— 
I nes ina dewe<an da sae .. Dr. Dawbarn 
Neurological Hospital— 
Neurology Dr. McPhee .... 
Cumberland Street Hospital (Brooklyn)— 
Surgery Dr. Pallister ... 
Oral Surgery 
Rhinology and Laryngology.... Dr. Stewart .... 
Kings County Hospital (Brooklyn)— 
Gynecology Dr. McNaughton 


City Hospital— TUESDAYS. 
Surgery Dr. Collins 
Ophthalmology Dr. Gilfillan .... 
Dermatology Dr. Bronson .... 


2:30 P.M. 
2:00 P.M. 
2:30 P.M. 
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N. Y. City Children’s Hospitals and Schools, Randall’ 
Orthopedics _ Ogilvy 1 
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Cumberland Street Hospital (Brooklyn)— 
Dr. Burnham ... 
.Dr. Warner .... 


Gynecology 
Ophthalmology and Otology... 
Surgery 

Kings County Hospital (Brooklyn)— 
Obstetrics Dr. Commiskey . 
Surgery Dr. Bristow .... 
Genitourinary Surgery Dr. Morton .... 
Genitourinary Surgery 

Coney Island Hospital— 
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City Hospital— 
Surgery 
Genitourinary Surgery 
Obstetrics 
Metropolitan Hospital— 
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. Fuller 
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8—Dermatology 
8—Rhinology and Laryng-. 
ology Dr. Foster 
. 15—Dermatology Dr. Dearborn 
. 15—Genitourinary Surgery. Dr. Carlton .... 
. 22—Medicine Dr. Rankin . 
. 22—Medicine Dr. Hathaway .. 
. 22—Rhinology Dr. Foster 
Jan. 22—Neurology Dr. Howard .... 
Neurological Hospital— 
Neurology Dr. Maloney .... 
Kings County Hospital (Brooklyn)— 
Dermatology Dr. Winfield ... 
Orthopedics Dr. Truslow .... 
Orthopedics Dr. Napier 
Coney Island Hospital— 
Pediatrics 
Pediatrics 
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Dr. McQuillan .. 

Dr. Pendelton .. 

Dr. Van Wart... 
THURSDAYS. 
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City Hospital— 
Medicine ‘ 
Medicine Dr. Brooks 
Gynecology Dr. Stearns .... 

Cumberland Street Hospital (Brooklyn)— 
Gynecology Dr. Burnham ... 
Surgery i 
Rhinology and Laryngology....Dr. Stewart .... 

Kings County Hospital (Brooklyn) — 

ED cas akbesccneoukeasene Dr. Commiskey , 
Obstetrics . Judd 

Dr. Alderton ... 

Dr. Bristow .... 

Dr. Parrish .... 


Dr. McEvitt .... 
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Pediatrics 

Coney Island Hospital— 
Gynecology 
Gynecology 
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Dr. Rankin ... 

. Dr. Tucker 
Dr. Murphy .. 
Dr. Lack 


FRIDAYS. 


Laryngology and Rhinology... 
Surgery 
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City Hospital— 
Laryngology and Rhinology.... Dr. Dougherty . 
Neurological Hospital— 
Neurology Dr. Abrahamson 
Cumberland Street Hospital (Brooklyn)— 
Surgery Dr. Pallister ... 
Ophthalmology and Otology.... 
Oral Surgery 1 
Kings County Hospital (Brooklyn)— 
Gynecology Dr. McNaughton 9: 
City Hospital— SATURDAYS. 
Pathology: Demonstrations and 
Lantern Exhibitions Dr. Larkin 
Neurological Hospital— 
Neurology 
Kings County Hospital (Brooklyn)— 
Surgery Dr. Commiskey . 
Obstetrics Dr. Bristow .... 
Medicine Dr. Stivers 
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Therapeutics 


PYELONEPHRITIS OF PREGNANCY AND 
THE PUERPERIUM. 

Joseph W. O’Connor, of Worcester (Boston Medical 
and Surgical Journal, November 7, 1912), after a thor- 
ough discussion of this type of pyelonephritis, says of 
the treatment that absolute rest in bed is essential and 
that posture is believed to hasten recovery. Elevation 
of the affected kidney, either by placing the patient in 
the latero-prone or semi-recumbent position, favors 
drainage. A small, firm pillow may be placed beneath 
the loin on the sound side to further increase the free- 
dom of the process. Morphine or codeine should be 
used to control the pain, given hypodermatically if there 
is much vomiting. Thorough catharsis by calomel and 
salines is essential, and this early. An ice-cap to the loin 
often gives relief. There should be forced administra- 
tion of cream of tartar water and sweating should be 
promoted. Milk, skimmed if there is much digestive 
disturbance, or lactone buttermilk, should constitute the 
diet. Hexamethylenamin in 5 to 10 grn. doses at three 
or four honr intervals is the most valuable antiseptic. 
Lithium citrate in 10 grn. doses enhances its effect. 
These may be replaced after forty-eight hours by sodium 
benzoate in 10 grn. doses every two hours until the 
patient complains of a burning sensation in the region 
of the kidneys, when the first combination is resumed. 
Kastner recommends potassium citrate up to 40 grn. a 
day in combination with the hexamethylenamin. Hicks 
advises potassium iodide. Reed and Rovsing have used 
salol with good results. The latter, in severe cases, ° 
drains the kidney by retained catheter, while Pilcher has 
instilled one dram of 25 per cent. argyrol into the pelvis 
in six cases with good results, but advises this treatment 
only in cases persisting more than ten days. Autogenous 
vaccines in colon bacillus infections have been successful. 
An initial dose of 30 to 50 millions is given and re- 
peated once a week. Williams, Craigin and Newell re- 
port temporary cure of symptoms, but not of the bac- 
teriuria. Hicks, Dodge, Kastner, Briscoe and Routh 
report relief of symptoms. Obstetrical interference is 
seldom necessary, but persistent cases late in pregnancy 
should be delivered. When definite signs of a surgical 
kidney are present nephrotomy for drainage of the 
organ should be performed. The mortality of nephrec- 
tomy is much higher. In addition to drainage decap- 
sulation is recommended by Park and Balloch. The 
danger of delay in operating is considerable, the septic 
process becoming general unless drainage is promptly 
established. Persistence of the attack without remission 
for seventy-two hours, with a high pulse rate, demands 
drainage by the lumbar route in most cases. Prognosis 
is good if the cases are treated promptly. Right surgi- 
cal kidney—the commoner form—is apt to be con- 
founded with appendicitis. 





Hemoptysis in Tuberculosis. 

Thompson Frazer, of Asheville (Medical Record, 
Nov. 9, 1912), calls attention to the diagnostic impor- 
tance of hemoptysis, since it occurs in about 51.63 per 
cent. of the cases. Its incidence has been found by some 
observers to be as high as 70 per cent. Bartlett thinks 
that hemoptyses are tuberculous in origin in 90 per 
cent. of the cases, while Brown says that 90 per cent. 
of all cases having hemoptysis develop tuberculosis at 
some time sooner or later. Mitral stenosis, tricuspid 
disease, hemophilia, pneumonia, pulmonary abscess and 
gangrene are causes of tuberculosis other than tubercu- 
losis. The finest indication in treatment is ‘n reduce 
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blood pressure. Premonitory symptoms such as a sense 
of tightness in the chest or the presence of blood- 
streaked sputum call for rest and nitroglycerin or the 
nitrites, 1/100 grn. of the former every four hours, or 
1 grn. of the latter (sodium nitrite). In the presence 
of active hemorrhage the conditions are three in num- 
ber: to secure absolute physical rest, to quiet the fears 
of the patient, and to lower the blood pressure, attempt- 
ing in this manner to favor the formation of a clot, 
which is nature’s method of checking the hemorrhage. 
The patient must be put to bed, not allowed to talk, and 
not allowed to get up to attend to the demands of nature. 
The posture should be semi-recumbent. Amyl nitrite 
is the promptest vasodilator, its action beginning within 
fifteen seconds and the effects lasting ten minutes. The 
patient’s fears should be quieted. Atropin should be 
given to flush the skin and thus relieve intrapulmonary 
pressure (1/50 to 1/25 grn.). Nitroglycerin is pre- 
ferred by some to atropin, in doses of grn. 1/100 every 
half hour or hour, for three or four doses, followed 
later by sodium nitrite. Morphine finds its greatest 
usefulness where cough is troublesome or where ex- 
cessive nervous irritability exists. It should not be re- 
sorted to as a routine measure. It is customary to apply 
an ice-bag to the precordium, known to hydrotherapeut- 
ists as “physiological digitalis.” Digitalis itself ought 
to be used more frequently, though its well-known tend- 
ency to upset the stomach doubtless accounts for its 
disuse in hemoptysis. Once upon a time it was held 
in high esteem as a hemostatic. Restrict the diet during 
the first twenty-four hours to milk and egg albumin. 
Wait twenty-four hours before moving the bowels. Do 
not percuss the chest. Keep the patient in bed for 
twenty-four to forty-eight hours after the expectoration 
of post-hemorrhagic clots has ceased. Ice by the mouth 
is probably only a psychical hemostatic. The action of 
salt, in doses of a teaspoonful, is hypothetical. It is 
supposed to irritate the vagus and cause reflex con- 
striction of the pulmonary vessels. Chloroform lessens 
the heart action, reduces the blood pressure and dimin- 
ishes the respiratory movement. Two to 4 Cc. are 
dropped on cotton and the patient allowed to inhale 
it, a few drops being afterward continued at one-hour 
intervals. The extremities may be tied off with ban- 
dages, especially in severe cases. The venous flow 
should be retarded without interference with the arterial 
current. Gradually remove after an application of 
fifteen minutes. Gelatin and the calcium chloride and 
lactate increase the coagulative power of the blood. 
Adrenalin, although a vaso-constrictor, is one of the 
most reliable agents for the control of hemorrhage. 


The Treatment of Hemorrhagic Conditions with Normal 
Human Blood-Serum. 

Louis A. Levison, of Toledo (/nterstate Medical Jour- 
nal, November, 1912), declares that a therapeutic meas- 
ure which seems to be veritably life-saving should have 
the widest publicity. A lack of knowledge of serum 
therapy, and a dependence upon the feeble armamen- 
tarium of styptics, gelatin and calcium, account for 
some of the hemorrhagic fatalities. Human serum in- 
jected into humans produces no toxic symptoms, even 
in very large quantity, as shown by Welch. Then the 
serum is a perfect food, already digested. This is not 
without importance, because the nutrition is often badly 
affected in hemorrhage disease of the newborn. The 
bowels may be filled with decomposed blood, thereby 
impairing the digestive functions. In hemorrhage of 
the newborn, human serum has proved to be nearly a 
specific. While relatively uncommon, the condition is 
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seen by all practitioners. There is no definite dosage. 
It is usual to give an initial injection of 10 Cem. and 
repeat this as often as is necessary to stop the hemor- 
rhage. The injections may be given at intervals of 
three or four hours. In obstinate cases the amount 
given at one time may be much greater. In 18 cases 
of bleeding at the Lying-in Hospital, New York, treated 
in various ways prior to the use of serum, there were 
17 deaths. With the use of serum there was almost 
invariable recovery in over 30 cases. In securing the 
serum the large veins at the elbow are universally used. 
After the necessary cleansing a needle of sufficient bore 
is inserted and the blood allowed to flow into a sterile 
flask. It is allowed to clot and the serum is ready for 
use. It should be used as fresh as possible, but may be 
kept on ice for several days. The blood of a relative 
should be obtained. Aside from the hemorrhages of 
early life, wherein the best results have been obtained, 
the indications are its prophylactic use prior to opera- 
tions where hemorrhage is feared, in post-operative 
hemorrhage, in typhoid hemorrhage, in the hematemesis 
of hepatic cirrhosis, in the intestinal hemorrhages of 
nephritis and uremia, in the hemorrhages of malignant 
disease of the bile passages, liver or pancreas, in hemo- 
philia and in various purpuras. 


Suggestions Regarding the Treatment of the Toxemia of 
Pregnancy. 

Edward E. Cornwall, of Brooklyn (Long Island Med- 
ical Journal, November, 1912), affirms that the best 
means we have to prevent the toxemia of pregnancy 
from reaching the pathologic stage—that is, from over- 
coming the defenses of the patient—is to take all food 
of animal origin, except milk, from the diet. That is 
the essential part of the treatment, and if done early 
nough is sufficient to safeguard the patient from toxemic 
manifestations in all but a comparatively small number 
of exceptional cases. The surest way to bring on dis- 
aster in a patient who shows intolerance of the toxemia 
of pregnancy is to include in her diet plenty of meat, 
fish, poultry, eggs and soup. In animal food, except 
milk, there is something which can make an otherwise 
harmless amount of toxemia of pregnancy harmful 
and even fatal, and this something is absent from milk 
and food of vegetable origin. It is evident that this 
something, from the clinical point of view, is the most 
important element in the group of toxins which make 
up the toxemia of pregnancy; that it is the critical 


‘element, so to speak, and the one which can be most 


effectively controlled. What is this something? It can 
be identified as the poisons which result from the putre- 
faction of animal proteid in the intestines, which the 
overworked and improperly regulated liver cannot prop- 
erly dispose of, or which the overworked and improperly 
regulated kidneys cannot properly eliminate, or to which 
the tissues are abnormally intolerant. Liver insuffi- 
ciency is the most important factor. In other words, 
the most important element, clinically, in the mixed 
toxemia of pregnancy, appears to be chronic putrefac- 
tion toxemia of intestinal origin. This conclusion is 
supported by many of the known facts and is not con- 
tradicted by any of them. In the light of this clinical 
conception of the toxemia of pregnancy the treatment is 
obvious, viz., to arrange the diet so as to minimize the 
production of putrefactive poisons in the intestines— 
that is, to put the patient on an antiputrefactive diet; 
and this treatment should not be delayed until after the 
appearance of symptoms showing failure of the liver 
or kidneys. 
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Hints from Current Literature 


In reviewing the current medical literature we have taken 
excerpts from the various journals in the form of short, terse, 
helpful points and have classified them under the several 
branches of medicine. No attempt has been made to give the 
source, but they include quotations from the leading American 
and foreign journals. Each item contains a message of value 
to the practitioner. 





Medicine a 

Pleural effusion’ may be produced by an extensive ascitic 
accumulation. This association may lead to a false diagnosis 
of pleural and peritoneal tuberculosis. The cure of both 
pleural and peritoneal effusions may result from excising a 
benign ovarian tumor. Among all causes of ascites, tuber- 
culous peritonitis may sometimes be recognized by the greater 
slowness of its accumulation of fluid. Intestinal obstruction 
ranks fifth and disease of- the female genitals sixth among 
the causes of ascites, being surpassed only by cardiac disease, 
nephritis, cirrhosis, and tuberculous peritonitis. 


Dry pleurisy when localized in the precordial region may be 
difficult to diagnose under certain conditions. Dry precordial 
pleurisy is mostly found between the first and third left inter- 
costal spaces, may be better auscultated with the naked ear than 
with the stethoscope, is synchronous with respiration and not 
with cardiac pulsation, and the pleuritic sounds are suspended 
when respiration is suspended. The localization of the pro- 
cess corresponds to areas which are painful on pressure with 
the fingers. 


The symptoms characteristic of the sudden occlusion of the 
coronary arteries are the phenomena of angina pectoris in their 
greatest intensity and longest duration, together with the signs 
and symptoms of sudden and continuously progressing cardiac 
deficiency. The condition is produced in the majority of the 
instances by vascular thrombosis and sclerotic changes. In 
cases where the heart is as yet little affected, and the anas- 
tomosis perfect, even extensive thrombosis of the coronary 
arteries may give rise to but few phenomena. 


The only important factors in the production of arterial 
tension are the contractility and elasticity of the arteries and 
capillaries, and any agent which produces a pathological con- 
traction of the vessels, or a degenerative hardening and rigid- 
ity, will ultimately produce hypertension and cardiac failure. 

A slowing of the cardiac action is not necessarily accompa- 
nied by a rise in arterial tension, but often by a fall.. General 
arterio-sclerosis recognized by undue thickening, rigidity, and 
want of elasticity of the vessels is a condition which especially 
leads to the curtailment of assured lives between the ages of 
50 and 65. Incompressibility of pulse, visible tortuosity of 
temporal vessels, a twisted condition instead of an even elastic 
shortening of the brachial artery above the bend of the elbow 
on flexure of the fore-arm, are signs which, taken together, 
indicate such sclerosis. The blood pressure is usually high, the 
cardiac first sound laboured and wanting in definition, and the 
second sound accentuated, the apex beat of the heart being 
often displaced downwards and to the left. An attack of high 
arterial tension, sometimes induced by the excitement of an 
examination, may give a radial pulse and a temporal vessel 
closely simulating those of arterio-sclerosis accompanied by a 
very accentuated second cardiac sound. 


There can be little doubt of the value of lumbar puncture 
as an aid to diagnosis btween cases of acute cerebrospinal 
meningitis and acute poliomyelitis of the meningeal type. In 
the former the fluid shows unmistakable characters, marked 
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turbidity, frequently coarse purulent clot formation, a great 
excess of albumin, absence of glucose, a copious cell deposit 
of polymorphonuclears, and easy recognition of the meningo- 
coccus, both in the film preparations and cultures on serum- 
characters which author has verified in some 200 examinations. 


The urobilinogen test is a very delicate test for impaired 
liver function. Any localized diseased cells will let pathologic 
amounts of urobilinogen pass to the urine. The galactose test, 
on the contrary, is a general functional test. Galactose is not 
passed in localized hepatic diseases when the remaining part 
of the liver has good compensatory function. In the various 
forms of cirrhosis the galactose test is uniformly positive, 
strongest in alcoholic cirrhosis. In septic conditions or ad- 
vanced stages of infectious diseases a positive galactose test 
results from liver degeneration. In cases of phosphorus poi- 
soning, chloroform and mineral poisons, liver degeneration is 
not shown by the galactose test until some days after ad- 
ministration of the poison; in phosphorus poisoning, sometimes 
not until the second or third week. The great value of these 
tests for differential diagnosis lies in the conclusions which 
can be drawn from their combined use. 


Analogous to the hydrophobic form of pericarditis there may 
ensue pharyngospasm which is the initial symptom of a 
pneumonic process. This pharyngospasm disappears when the 
pneumonia has manifested itself clinically. 


In the toxic type of angina, especially that due to tobacco, 
the pain is more dull and distressing than sharp and intense. 
It is usually limited to the precordial and epigastric regions 
and may be remittent rather than paroxysmal. 

In angina from sclerosis of the aorta, with or without aortic 
valve lesions, the pain is generally felt at the base of the heart 
and radiates down the left arm. It is dull and oppressive in 
character, is increased by exertion, relieved by rest or by 
lowering the blood-pressure, begins gradually, and ends slowly. 


The pain of neurotic angina may come on suddenly, but is 
likely to be heralded by dizziness, uncertain gait, oppression in 
the chest in the toxic forms, especially in tobacco angina; by 
gastric and abdominal symptoms in the reflex form; by faint- 
ness, syncopal attacks, flushing or paleness in the vasomotor 
type; and by weakness, tingling, pricking or numbness of the 
extremities, dyspcea, and various other nervous manifestations 
in the nervous and hysterical groups. 


Heart pain, due to myocardial conditions, with or without 
valvular lesions, or from aortitis, usually has an indefinite be- 
ginning, as its appearance is, in all these conditions, coincident 
with the development of a negative quality of cardiac dynamic 
force. It is, therefore, in the absence of individual strain, 
insidious in its appearance and may not be recognized by the 
subject as a factor of importance until its increasing severity 
limits physical effect. 


Whooping-cough is restrained by inhalations of benzoin, 
creosote, and other tar products, while belladonna with bromide 
of sodium, together with a good dietary, are the most efficient 
agents. 


The cough excited by laryngeal disease is more appropriately 
dealt with by local treatment—inhalation of vapors of benzoin, 
menthol, eucalyptol, or thymol, singly or in combination, or 
sprays of liquid paraffin containing menthol, camphor, and oil 
of cinnamon, the latter being more useful in chronic laryn- 


gitis. Lozenges of black currant and ammonium chloride give 
relief, and small blisters, the size of a shilling, applied on 
either side of the thyroid cartilage, are helpful in tubercular 
disease of the larynx. 
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Although the physical signs produced by enlargement of the 
intrathoracic glands vary greatly in different individuals, and 
the same signs are at times found in apparently normal chil- 
dren, their presence in connection with systemic indication of 
chronic malnutrition, not only justifies, but renders obligatory 
a tentative diagnosis of tuberculous infection. 


The most frequent seat of pain in coronary angina is along 
the sternum, especially the left edge or parasternal line, and 
over the precordium. It may or may not radiate, but if it does 
the arms may suffer most, particularly the left, including even 
the forearm and fingers. 


The pain of true angina is indescribable. Patients speak of 
a feeling as though a dagger were thrust into the heart, of the 
chest feeling as if crushed in a vise, of a horrible weight press- 
ing the chest wall in, and of a band of iron gradually but 
slowly constricting the chest. Seneca said: “To have any 
other malady is to be sick: to have this is to be dying.” 


A majority of the cases of chorea occur in the spring. It 
is a time when the child’s nervous system is exhausted and the 
general nutrition poorer because of the greater amount of in- 
door life, the confinement of school, and the excitement and 
strain of examinations, and in the adult it is the period of 
reaction following the months of greatest business and social 
activity. 


Although in disease there are enormous variations in the 
viscosity of the blood there is no disease which shows con- 
stant variations from a normal value without corresponding 
changes in the corpuscles and hemoglobin. 


The scarlatinal poison causes more or less damage of every 
kidney. This renal injury per se is not sufficient to give 
occasion to scarlatinal nephritis; this affection presupposes a 
congenital defect of the renal tissues. The Wassermann re- 
action is twice as often positive in scarlatinal nephritics as in 
other children affected with scarlet. It is probable that the 
Wassermann reaction evinces also a ‘uetabolic deficiency of 
another parenchymatous organ. The wephritis as such does 
not play a causative réle in the production of the positive 
Wassermann reaction. 


Recent investigations in a series of 179 cases of diphtheria 
showed the blood pressure to be subnormal in 63 patients, the 
extent and duration of the depression having, as a rule, a direct 
relation to severity of the faucial attack. Un the great ma- 
jority the highest readings were found in the first and the 
lowest in the second week of the disease. The normal tension 
was usually re-established by the 7th week. Sphygmomano- 
metry in diphtheria, as in other acute diseases, though of con- 
siderable theoretic interest, has little practical significance. 


Pfeiffer has observed that the administration of sodium 
bicarbonate in patients other than diabetics, and even in health, 
causes an increase of weight of several kilogrammes. Hayem 
has reported that in dyspeptics he has seen an increase of 
weight from administration of the bicarbonate. However, in 
consequence of the chemical constitution of the body fluids 
and of alimentary customs, sodium chloride is the chief regu- 
lator of osmotic exchanges and the usual factor in edema. 


Sarcine and Boas-Oppler bacilli have been found in the 
feces, having migrated from the stomach into the intestine. In 
these cases, they signify a stagnation in the stomach with a 
subacidity, for example in a carcinoma of the pylorus. Sarcine 
are also found in diarrheal stools without an accompanying 
stomach lesion. 
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Diseases of Children. 

G. E. Waugh records the case of an infant which had per- 
sistent vomiting since birth and no flatus or feces had passed 
per rectum. At the umbilicus there was a tumor about as 
large as the infant’s head, and within the sac coils of small 
intestine could easily be seen. It was found necessary to 
resect a partion of the gut and then do lateral anastomosis. 
There was « good recovery, but unfortunately the infant died 
a month later from marasmus. No post-mortem examination 
was allowed. The chief points of interest were: (1) the rarity 
of the condition—congenital hernia of the cord—which was 
responsible for the acute intestinal obstruction. (2) No case 
of successful resection of intestine with lateral anastomosis 
for acute obstruction has yet been recorded in a child of this 
age. (3) The use of spinal anesthesia. 


The diphtheria bacillus may give rise to severe inflammations 
in the eye which clinically bear no resemblance to diphtheria. 
In one illustrative case a little girl, aged 8 years, came under 
treatment for acute conjunctivitis and pustular eczema of the 
lower lid (left eye). The child had recently had a whitlow 
on the right forefinger, and it was thought that the eye infec- 
tion was staphylococcal. Bacteriologically it was demonstrated 
that Klebs-Loeffler bacilli were present, with only a few cocci. 
The child was not in the least ill, and the inflammation soon 
subsided under treatment with protargol and perchloride lotion. 


The following prescription is almost a panacea in infantile 
diarrhea: Mag. sulph. 3j-3iij, mucilage. 3ss, salol gr. v-x, 
glycerine 3iij, aq. chlor. ad. 3iij; 5j every one, two or three 
hours night and day, sleeping or waking, vomiting or not. In 
mild cases a dose every three hours is sufficient. For food 
give barley-water and white of egg beaten up, with an equal 
quantity of water or soda-water. 


The anemia of rickets may start from a slight diminution 
of the hemoglobin with abnormal number of red blood-cells, 
and end as splenic anemia. The latter may not bea true primary 
anemia, but a severe secondary anemia due to a toxin. The 
same one that causes rickets causes anemia, and if severe 
enough, splenic anemia. The toxin is formed in the intestinal 
tract, either by the action of micro-organisms or by undigested 
food. 


The frequency of pulmonary tuberculosis in children is much 
greater than was formerly supposed. The lung is the most 
frequent site of tubercular involvement in children, as in 
adults; instead of tuberculosis having a special preference for 
the bones, joints and glands in childhood, the tuberculous 
process in these regions would appear to be secondary to the 
involvement of the lung and to represent a residual stage of a 
generalised infection. The moderate, but appreciable degree 
of immunity to pulmonary tuberculosis possessed by children 
who have manifested osseous, articular, or glandular forms 
of the disease is possibly to be interpreted by the theory that 
they have already survived a considerable degree of pulmonary 
involvement. 


E. Weill regards spasm of the larynx in broncho-pneumonia 
as due to the co-existence of two factors of equal importance— 
a laryngeal lesion and hyperexcitability of the nerve centers. 
The latter accounts for the frequency of the phenomenon in 
the first two years of life. 


MacCuen Smith considers neglect or improper treatment of 
acute tympanic disease to be the chief causative factors in 
chronic otorrhcea. Streptococci, staphylococci, pneumococci, 
and the influenza bacillus are mostly responsible. Recurrence 
is sometimes due to the invasion of a different type of micro- 
organism, and this may account for chronicity in some cases. 





January, 1913. 


Conditions outside the ear are also of great importance in the 
establishment of a chronic discharge upon an acute condition; 
of course nasal and nasopharyngeal conditions especially in- 
fluence results. 


Feer, professor of children’s diseases in Zurich, thinks 
diseases of dentition do not exist. During a whole year he 
closely examined 600 children aged from six months to three 
years, noting the time of eruption of each tooth. on the temper- 
ature chart. He never found a fever of dentition, loss of 
weight, or convulsions. In some cases anorexia, restlessness 
at night, or peevishness might be noted, but such symptoms are 
liable to be found in the absence of any teething. 


A. Bretschneider has collected fifteen cases of primary sup- 
purative parotitis in early infancy from literature, including the 
following two personal cases. (1) Female child, breast fed, 
suffering from diarrhoea and vomiting. Suppuration of right 
parotid when nine weeks old, and of left parotid a fortnight 
later. Death from extension of suppuration to the mediasti- 
num and right pleura. (2) Male child, hand-fed, probably 
syphilitic. Suppuration of left parotid in fifth week of life. 
Death from infection of the respiratory passages. In both cases 
staphylococci were the pyogenic organisms. 


Gynecology and Obstetrics. 

Care should be taken against the formation of adhesions 
during gynecological work. Operations should be postponed 
during the acute stages of inflammatory diseases. Unneces- 
sary handling, wiping and packing off of peritoneal surfaces 
should be avoided in operations. Blood-clots beget granula- 
tion-tissue and adhesions and should be gently and carefully 
removed. Drainage, especially with gauze, produces adhe- 
sions and should be applied only when definitely and positively 
indicated. In dealing with adhesions in the course of opera- 
tion, the greatest care should be taken to limit traumatism, 
using sight when possible and working deliberately. The 
greatest source of adhesions is unrecognized injury to the 
intestinal coats. To avoid agglutination of separated surfaces 
is not always possible, but perhaps the most efficient procedure 
is applying a layer of sterilized petrolatum over denuded sur- 
faces. 


All genital discharges in infants should be regarded with 
grave suspicion and careful search should be instituted for 
its cause. The examination of infants exhibiting a vaginal 
discharge should include more than simply the collection of 
cover-glass smears and their examination with the microscope 
to determine the presence or absence of gonococei. All vaginal 
examinations of infants should include inspection of the 
vaginal canal through a speculum and this is best accomplished 
under chloroform anesthesia. All tumors of the vagina in 
infants should be regarded with suspicion. The diagnosis of 
vaginal tumors should be established by the microscope. 


The uterus, normally, is one of the most movable visceral 
organs. Any direct fixation of the fundus is unnatural and 
not productive of good results. The round ligaments func- 
tionate only as guy-ropes, and should not be compelled to act 
as suspensory ligaments. All repair of uterine displacements 
must be directed primarily toward the removal of the cause, 
and the readjustment of the pelvic floor and ligamentous at- 
tachments as near as possible to their normal relations. 


The prognosis of tubal diseases, except in malignant cases, 
is generally good as far as life is concerned. The restoration 
to health, however, depends on circumstances. The majority 
of acute gonorrheal cases will recover if properly treated and 
subsequent infection prevented. If the fimbriated extremities 
have been closed and the tubes have become more distended, 
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the prognosis of a cure from a pathologic point of view is out 
of the question. The acute gonorrheal conditions during the 
puerperal state have a serious aspect, but if one keeps his 
head and uses proper treatment, most such cases recover. The 
main principle of treatment is complete avoidance of sexual 
emotions and excitement with physical rest and hygiene, and 
surgical operations should not be too hastily employed in the 
first attacks. Local treatment with hot douches, ichthyol, etc., 
are also useful. 


Women with chronic nephritis should not marry, and if 
married should not have children. If pregnancy occurs in 
them they should be carefully watched. If the kidney disease 
is discovered late in pregnancy, the medical consensus of 
opinion favors tiding the patient along until threatening symp- 
tims occur and then to induce premature labor. During labor 
nephritics require special care, and the heart’s condition should 
be closely watched. Pulmonary edema or symptoms like cere- 
bral embolism may call for a rapid delivery. 


If the external conjugate falls below 19, an internal examina- 
tion should be made about a month before term, to get the 
true conjugate and to see whether the fetal head can be made 
to enter the pelvic canal. If the difficulty of measuring the 
internal conjugate is great on account of rigidity and tender- 
ness, and if there seems to be a disproportion between the 
size of the head and the pelvic inlet, an anesthetic may be 
given in order to settle this important question. 


In 2314 births in the Sloane Maternity, New York, there 
were 410 premature babies, of which number 74 were stillborn. 
There were, therefore, 336 cases suitable for treatment; 85 
were treated as infants at term, and 4 died; 145 were wrapped 
in cotton and not placed in the incubator, and 12 died; 106 
were treated in the incubator. Of the latter, 29 died in four 
days (6 being under seven months’ gestation), and 77 survived 
the first four days. Of the latter, one-third were known to 
be living after a period of from three months to three years. 
Five of these babies weighed less than three pounds. 


A streptococcus takes part in at least 60 to 70 per cent. of the 
cases of puerperal infection; it is reasonable, therefore, to 
administer an antistreptococcus serum in every case of puer- 
peral infection. It cannot be emphasized too strongly, nor 
urged too firmly that this should be given early, and in large 
quantity. 


The nipples, before confinement, should be carefully cleansed 
with soap and water about once a week, and every night a 
lotion of borax in equal parts of alcohol and water should be 
applied. When nursing is begun the nipples should be anointed 
after each nursing, with some sterile ointment. 


The diagnosis of latent infection of the cervix and uterus 
is by no means an easy one. Here we have tissue changes 
which may be brought about by other causes. The cervical 
mucus makes the discovery of the gonococcus by the micro- 
scope or culture difficult. When gonorrhea of the cervix and 
uterus becomes chronic, the discharge lessens and becomes 
mucoid or muco-purulent and mixed with many squamous 
epithelia which contain cocci. 


Secondary to the toxemia of pregnancy, and oiten one of 
its most dangerous consequences, is the anemia from which 
the poor and pregnant woman often suffers. This is frequently 
accompanied by dilatation of the heart valvular disease, or 
vascular lesions, which may culminate in death from syncope 
or fatal hemorrhage. 


Rupture of the bag of waters in primipare in the first stage 
of labor, except in eclampsia, is an obstetric crime. In a 





30 THE MEDICAL TIMES. January, 1913. 


multipara when the os is two-thirds dilated it is often an 
obstetric blessing. Prolonged labor due to an overdistended 
bladder is evidence of an inefficient nurse. 


The gonococcus has a predilection for mucous surfaces, and 
usually produces mild local infections; but in other cases it 
spreads through the uterus and along the tubes, where it is, 
as a rule, arrested, although it may proceed in rare instances 
to peritonitis. 


The conditions under which craniotomy on the living child 
is to be preferred to Cxsarean section may be enumerated as 
follows: 

1. When the mother is septic. 

2. When the foetus is feeble and not likely to live under any 
conditions. 

3. When the foetus is a monster or so badly deformed as to 
render its future existence problematical or undesirable. 

4. When from the necessities of the case either craniotomy 
or Cesarean section must be performed by unskilled hands. 


No one can hope to manage successfully for the child a 
prolonged labor without knowledge of the mechanism in 
progress and of the means to correct it when it becomes ab- 
normal. Incomplete flexion in occiput posterior positions, at 
the pelvic brim or on the pelvic floor, or posterior rotation, 
must be recognized and appropriately treated. Face presenta- 
tion must be recognized and an anterior position of the chin 
secured early in the labor. Any deviation must be known 
early in the labor. 


Tuberculosis. 

Lagging has been found so consistently in the presence of 
early tuberculosis that it has been looked upon as a sign which 
gives very reliable information. The fact that it was nearly 
always found when the disease was confined to a small area 
near the apex led investigators to look for its cause as being 
of local origin. It was thought that it was probably due to a 
local deficiency in the expansive power of the lung owing to 
the infiltration of its tissue. 


Syphilis has a tendency to form bone tumors, occasionally 
localized necrosis; tuberculosis on the contrary is prone to give 
rise to a progressive involvement of the bone and to cariés. In 
syphilis as in tuberculosis, a traumatism is often the produc- 
tive agent in the development of the pathologic process. As 
to the joint manifestations of both these diseases a syphilitic 
white swelling is rather easily diagnosed when the intra-articu- 
lar collection is considerable in amount and a hard swelling 
of the epiphyses can be detected. Most frequently the venous 
network is less marked than in tuberculosis; there are no 
fistula and no functional impotency, but there are nocturnal 
pains, and still the general health is good; just the opposite 
signs characterize a tuberculous white swelling. 


The albumin reaction of sputum is a useful test in cases 
suggestive of pulmonary tuberculosis and will often be of as- 
sistence when the microscope fails to reveal tubercle bacilli. 
A positive albumin reaction is not always decisive, because 
many non-tubercular diseases may show albumin in the 
sputum. A negative reaction, when repeatedly found during 
several examinations, from specimens of sputum carefully col- 
lected, excludes tuberculosis. 


In the treatment of tuberculosis to the continuous respirator 
devised by Burney Yeo for the continuous inhalation of anti- 
septics is strongly advised. In cases of laryngeal tuberculosis 
it checks the cough. The chief drug used is creosote, which 
is made more pleasant and effective if combined in the fol- 
lowing way: 


R Creosote, 3iij (12.0). 
Spirit of chloroform, 
Oil of pinus sylvestris, of each, Siss (6.0). 
Oil of cinnamon, 
Oil of citronella, of oom m v (0.3). 
Menthol, gr..v-x (0.3-0 6). 


In cases of tuberculosis, in which the albumen reaction was 
positive but has become negative for some time, we may con- 
clude that the process of cicatrization of the pulmonary lesion 
is progressing favorably, even when the physical signs are slow 
in disappearing. 


Do not send your tubercular patients away. Arrange a sleep- 
ing porch or a window tent so that they can live in the air 
day and night. Fresh air with right feeding will work won- 
ders. Many patients in sanitaria die because they live amid 
such depressing environments. Home surroundings, “home 
folks” and intelligent medical oversight will oftentimes prove 
far more beneficial than special treatment in splendidly equipped 
institutions. 


Tuberculosis of the bones and joints is, in 80 per cent. of 
all cases, secondary to tuberculosis elsewhere. The remaining 
20 per cent., in which the process is primary, are found almost 
exclusively in children, especially in the first ten years of life. 
For the clinical diagnosis the reader must be referred to special 
treatises. Suffice it to say that the most useful single diag- 
nostic method in these conditions is the study of the radio- 
graphic plate, which rarely fails to settle the diagnosis. The 
tuberculin test may be useful if tuberculosis has not been found 


‘elsewhere. Since, however, the reactions to tuberculin injec- 


tions are often especially violent in these conditions, it is not 
always advisable to utilize them, although when used their 
testimony is usually decisive. It is hardly necessary to point 
out the extreme importance of an early diagnosis of these con- 
ditions, especially in children. 


Hypertrophy osteo-periostitis is the most common lesion of 
hereditary syphilis; it may arise in any of the bones, even those 
of the head, but its preference is for the long bones. It gives 
rise to extreme pain, to such an extent that some patients are 
functionally incapacitated. On the other hand, there are cases 
where the process is painless and torpid. A hyperostosis de- 
velops on the surface of a bone, its outline is irregular, form- 
ing quite a uniform projection. Thus, when it develops in the 
tibia it gives this bone an anterior convexity without changing 
the general direction of the bone. During its stage of growth 
the process is developing in the periostium, while when it has 
reached its ultimate stage hyperostosis occurs. The differen- 
tial diagnosis with a focus of tuberculous ostitis will only have 
to be made in the early part of its development. 


Practically all children who develop pulmonary tuberculosis 
have passed through a period in which the thoracic glands 
alone were infected, and a diagnosis at this time would render 
possible the arrest of the disease in a large majority of cases. 


Buccal tuberculosis is rather readily recognized. Tubercu- 
losis of the esophagus, stomach, pancreas and liver is fortu- 
nately as rare as it is difficult to diagnose. For esophageal 
tuberculosis the use of the esophagoscope represents an im- 
portant diagnostic measure. 


Tuberculosis of the ear is most frequent during childhood. 
That of the tubes is usually secondary, runs an insidious course, 
and in its early stages can hardly be diagnosed. Mastoid 
tuberculosis also runs an insidious course, often producing no 
symptoms until a sequestrum is formed. Even where the clini- 
cal picture is that of an acute mastoiditis, it may be nearly 
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impossible to distinguish between the tuberculous and the 
pyogenic form. Ordinarily the diagnosis is cleared up only 
at the time of operation. 


Intestinal tuberculosis is primary in children. Its diagnosis 
is easy if intestinal symptoms combine with a positive cuta- 
neous tuberculin reaction. In adults it is nearly always second- 
ary to a pulmonary tuberculosis, for which reason the finding 
of the bacilli in the stool is of little importance, since -their 
source may well be the swallowed sputum. Out of 567 cases 
of intestinal tuberculosis Bollinger found only three without a 
simultaneous involvement of the lungs. Its signs and symp- 
toms are those of an ulcerative enteritis, the nature of which 
is made clear by the presence of a tuberculosis of the respira- 
tory tract. Its differentiation from chronic perityphlitis, car- 
cinoma, etc., may be difficult, but is hardly concerned with the 
matter of early diagnosis. 


Dermatology. 

McDonagh, writing on salvarsan and neosalvarsan in the 
British Medical Journal, says that taking all the stages of 
syphilis he has found that three to seven injections are neces- 
sary to cure most cases of the disease. He thinks many cases 
in the tertiary stage can be cured with neosalvarsan which 
failed to be cured with salvarsan. 


When itching is present in pityriasis rosea, after the patient 
has taken an alkaline bath this solution should be used: 
R Glyceriti phenolis 
Sodii bicarbonatis 
Sodii boratis 
Aquz destillate, q. s. ad 
M. ft. solutio. 


Mulzer and Michaelis (1910) found that 96 per cent. of 
infants with manifest congenital syphilis gave a positive 
Wasserman reaction, while children with latent syphilis react 
like adults in the early latent period. They also found that 83 
per cent. of mothers of syphilitic children gave a positive 
reaction. 


A positive reaction in the early latent period of syphilis is 


regularly followed by a clinical recurrence. In some cases re- 
action and recurrence are coincident, while in a few recur- 
rence does occur without a positive reaction, but for the most 
part the positive reaction appears before the recurrence. If 
one treats the patient as soon as the positive reaction is shown 
the clinical recurrence can be prevented. 


The Wassermann reaction seems to show that salvarsan is 
more efficacious than mercury, and that potassium iodide has 
little or no influence upon a positive reaction. 


Mercury should be used regularly in the treatment of syphilis, 
following up the salvarsan. In tertiary syphilis potassium 
iodide is also used by some syphilologists. 


Post of Harvard Medical School summarizes the present 
status of salvarsan in the following words: It is the most 
rapid and powerful antisyphilitic known. It is not without 
its dangers, which are sufficient to induce caution in its use, 
but not its abandonment. It is not yet possible to promise 
absolutely a cure. One should not urge its use upon those 
who are impressed by its possible ill effects. It should be 
used in conjunction with mercury in all cases in which a 
diagnosis can be made before general symptoms appear. It 
should be used in all cases in which patients are not progress- 
ing well under ordinary treatment in any stage. It should be 
used in all cases in which patients are an especial danger to 
the community. It should not be used in maximum doses, but 


THE MEDICAL TIMES. 31 


rather in repeated medium doses and in exceptional cases in 
repeated minimum doses. 


Acute attacks of urticaria are usually due to some irritating 
food, or some food for which the patient has an idiosyncrasy, 
and should be treated by giving an emetic and later an aperient. 
When sour fruit is the cause of the outbreak Whitfield gives 
at once 30 grains of calcium lactate in two ounces of anise 
water. 


The use of the following emulsion of tar is advocated by a 


French writer in psoriasis: 
R Oil of cade 
Black soap a 
Water Siss. 

Yolk of egg and a little fluid extract of quillaja may be 
added to improve the emulsion. This preparation is added to 
the baths given for the removal of the scales. The patient 
should soak in the bath and rub the patches for 10 or 15 
minutes, All emulsions of tar are more active than ordinary 
tar baths. A great advantage of the tar emulsion baths is that 
they are non-irritating. They should be administered daily. 


Bernheim of Philadelphia recommends in the treatment of 
psoriasis of the face this formula: 
KR Unguenti hydrargyri ammoniati, 
Pyrogallolis 1.0 (gr. xvj). 
Unguenti zinci benzoatis...q. s. ad 25.0 (3vj). 


Psoriasis of the scalp is best treated by washing with a 
1:1000 solution of bichloride of mercury. In addition to the 
local treatment two kinds of pills are valuable: 

R Acidi carbolici crystallisati 10.0 (3iiss. 

Ext. et pulv. glycyrrhize.............. q. s. 
Fiant pilul. no. C. 
Sig.: From 3 to 10 pills daily after meals. 

And, 

. BE CH in ince ccsccctcesed 0.5 (gr. viij). 
OED IIE vance endecvacvacnae 6.0 (3iss). 
PER nck op wnaes hi senwacas daunien 1.5 (gr. xxiv). 
er err ere ry 2.0 (gr. xxxij). 
Dee GN. cn ccéccvcencsthad q. Ss. 

Fiant pilul. no. C. 
Sig.: Increase from 1 to 8 or 10 pills daily. 

As for hygiene, the patient should be required to take plenty 
of fresh air and rest. The diet should be bland, consisting of 
milk; sweet, fresh butter; cereals, thoroughly cooked; green 
vegetables, thoroughly cooked and as purées; eggs, omelets, 
noodles, macaroni, custards and puddings. 


Riddell of Glasgow treats ringworm of the scalp as follows: 
The child’s head is shaved or the hair is cut short. A solu- 
tion of the antiseptic (usually a 1 per cent. solution of mer- 
curic chloride or a 2 per cent. watery solution of iodine) to be 
used is rubbed well into the affected parts. Folds of lint (10 
to 16-ply) are soaked in the solution and applied evenly to the 
surface; over this the electrode is placed and secured by a few 
turns of bandage. It is important that the lint should overlap 
the diseased area, and that it should be thoroughly moistened. 
The electrode may be of copper gauze, as it is pliable and 
adapts itself easily to the surface. It should be large enough 
to cover the diseased area. One pole of the supply is attached 
to the electrode which is on the head; the other is connected 
to a water bath in which the child’s arm or foot is immersed, 
or to a large, well-moistened pad, which may be bound to the 
arm or leg. The current is now slowly turned on and increased 
gradually. When the area under treatment is large the child 
usually allows 15 to 20 ma. to be used. Each sitting should 
be from 40 to 50 minutes. The treatment should be repeated 
two or three times a week. It is well to have the head washed 
daily or every other day with an antiseptic, such as the sulphur, 
beta-naphthol and green soap mixture. 
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Surgical Operations. A Handbook for Students and Prac- 
tioners. By Friedrich Pels-Leusden, Chief Surgeon to 
the University Surgical Clinic and Chief of the University 
Surgical Polyclinic in the Royal Charity Hospital of Berlin. 
Only authorized English translation by Faxton E. Gardner, 
M. D., New York. Cloth, 757 pages and 668 illustrations. 
Price, $7.00, net. New York: Rebman Company, 1912. 
The author’s claim that as a practical man he has given the 

world a practical treatise on surgery is well borne out by a 

critical examination of the text. A student of Koenig, Peis- 

Leusden was trained in a school which has for its object an 

unequaled surgical procedure giving enduring results. In con- 

sequence his book reflects the thoroughness of his teachings. 

He considers under appropriate heads the surgery of the 

blood-vessels, extremities, head, neck, breast, abdomen and 

urinary organs, preceding these chapters with a discussion of 
local and general anesthesia. The novocain and L-suprarenin 
synthetic is the favorite combination for local and venous 
anesthesia, while tropacocain is advised for spinal anesthesia. 
Both ether and chloroform are administered, according to the 
necessities of the case. Pels-Leusden dwells on the important 
subject of anesthesia much more than most surgical writers. 
The grouping of subjects adds to the charm and worth of 
the book, while the wealth of illustrations assist in the lucid 
presentation of the matter. 
The publishers are to be commended upon giving the Ameri- 
can profession the best efforts of foreign writers, preserved 
so admirably on unusually good paper. 


The Practice of Obstetrics. By J. Clifton Edgar, M. D., 
Professor of Obstetrics and Clinical Midwifery in Cornell 
University, Attending Obstetrician to the New York Ma- 
ternity Hospital, etc. Fourth edition, rewritten and re- 
vised. Cloth, 1071 pages, with 1316 illustrations, including 
5 colored plates; 38 figures in colors. Price, $6.00. Phila- 
delphia: P. Blakiston’s Son & Co., 1913. 

It would seem almost pre- 


sumptious to attempt a critical 
review of this book, for a great 
many of our readers studied it as 
an undergraduate text-book and 
some of us were privileged to 
serve under the gifted author at 
Bellevue, the Manhattan Maternity 
or the New York Lying-In. 

The book is even better than 
its previous editions, for Dr. 
Edgar has taken the opportunity 
of re-writing certain parts of it, 
especially those portions relating 
J. CLINTON EDGAR,M.D. to pathology. Included in the new 
sections are observations on anesthesia in labor, vaccine and 
serum treatment in sepsis, pelvimetry of the pelvic outlet, 
pubiotomy, extraperitoneal Cesarian section and the Momburg 
belt constriction for hemorrhage. 

This author comes out emphatically for ether as an ob- 
stetrical anesthetic and says that for six years past he has 
used it “almost to the exclusion of chloroform in both normal 
labor and obstetric surgery.” He does not favor spinal 
anesthesia or the local anesthetization of the cervix. 

In treating puerperal infection, Edgar advises the use of 
the New York Board of Health’s polyvalent serum, from 
which he has had excellent results. 

In discussing extra-peritoneal Cesarian section, he does not 
especially favor the method, though it saves the uterus for 
further child bearing. 

This edition, like its predecessors, is one of the best treatises 
on obstetrics from the pen of an American author. 
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Textbook of Ophthalmology in the Form of Clinical Lec- 
tures. By Dr. Paul Roemer, Professor of Ophthalmology 
at Greifswald. Translated by Dr. Matthias Lanckton Foster, 
member of American Ophthalmological Society; member of 
American Academy of Ophthalmology and Oto-Laryngology 
of New York. Cloth, 275 pages, well illustrated. Price for 
oy volumes, $7.50, net. New York: Rebman Company, 
1912. 


This is the first of a series of three volumes which com- 
prise clinical lectures by the gifted oculist of Greifswald and 
it includes a description of the methods of examining the 
anterior segment of the eye and the diseases of the con- 
junctiva, cornea and lens. It is apparent Roemer desires the 
general practitioner to study eye diseases, for he has divorced 
the text from abstruse technicalities and given a clearly defined 
presentation of the diseases in question. 

The series is one which will strongly appeal to the well 
read physician who desires a working knowledge on the im- 
portant subject of ophthalmological difficulties. 


The General Practitioner as a Specialist. By Jacob Dis- 
singer Albright, M. D., of Philadelphia. Fourth Edition. 
Cloth. 464 pages. Price, $3.00 net. Philadelphia: J. D. 
Albright, 1912. 

The author of this book has long been known as a success- 
ful proctologist and he has written in addition to this work, 
a practical and helpful book dealing with his specialty. He 
feels that the office side of the physician’s practice offers far 
greater returns than the average practitioner realizes and he 
has compiled a vast amount of useful information which tends 
to the perfection of the physician in some specialty. Believing 
that “a specialist is nothing more than a physician who knows 
his subject and has the courage to show his knowledge,” 
Albright has given the general practitioner the means to ac- 
quire much knowledge on a variety of subjects. The specialties 
to which he directs particular attention are drug addiction and 
inebriety, genito-urinary diseases and allied conditions. He pays 
particular attention to hernia, cancer, and other subjects of 
interest. 

There is an unusual amount of valuable information in this 
book and the doctor who desires to increase his practice, and 
incidentally his income, should possess himself of a copy. It 
will lay the foundation for a successful office business. 


A Doctor’s Table Talk. By James Gregory Mumford, 
M. D.; Lecturer in Surgery in Harvard Medical School. 
Cloth. 257 pages. Price, $1.25. Boston and New York: 
Houghton, Mifflin Company, 1912. 

To the young physician, who has just finished his hospital 
work and is about to enter upon the heavy responsibilities of 
practice we commend this delightfully written book. It will 
serve as a mentor and instructor to him. To the physician 
long in the harness we earnestly advise careful study of every 
page. It will inspire him to better things and to a better way 
of doing the things which are a part of his daily routine. 

The author possesses a reminiscent, essayical style which 
assists him in conveying his “message to Garcia” in an alto- 
gether delightful manner. 


The Wassermann Reaction. By John W. Marchildon, 
M. D., Assistant Professor of Bacteriology in St. Louis 
University Medical School. Cloth. Illustrated. 102 
pages. Price, $1.50 net. St. Louis: C. V. Mosby Com- 
pany, 1912. 

The Wassermann reaction is playing such an important role 
in medicine to-day that every physician should familiarize 
himself with its technic and practical application. This little 
book gives a most serviceable exposition of all the details, so 
that the reader is not left in the dark on any of the essentials. 
When one realizes that salvarsan or neosalvarsan should not 
be administered until a positive Wassermann is obtained, the 
necessity of learning its technic is obvious. 

The author has not sacrificed comprehensibility to abstruse 
technicality and a very useful book is the result. 














